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Che Edward Sticling Lectures, 


LECTURE II: SOME ASPECTS OF PASDIATRIC 
ENDOCRINOLOGY. 


By Lorimer Dons, 


The Institute of Child Health and the Royal Alexandra 
Hospital for Children, Sydney. 


NEARLY a hundred years ago, when Edward Charles 
Stirling was a young school boy in this city, the first 
scientific conception of the internal secretions was estab- 
lished by the publication of Claude Bernard’s earlier 
studies in experimental medicine and Thomas Addison’s 
monograph on the “suprarenal capsules”. Although these 
publications marked the beginning of modern endocrinology, 
this subject was still little more than a sideshow of dwarfs, 
giants and bearded ladies when, more than a decade later, 
Edward Stirling, the medical student, walked the wards of 
Saint George’s Hospital, London. 


At the International Medical Congress of Australasia 
which was held in this city in 1889, Professor Stirling 
demonstrated his interest in this relatively new science 
of endocrinology by presenting and discussing six cases of 
“sporadic cretinism”; he emphasized to his audience the 
clinical similarity of “sporadic cretinism” and myxedema, 
and vigorously denied Langdon Down’s theory “that the 
mental and bodily stunting of the cretin results from the 
intoxication of one or both parents at the time of pro- 
creation”. Professor Stirling finally concluded his address 


1 Delivered on August 21 and 23, 1951. 


with the statement that “it is difficult to resist the belief. 
that some impairment of the functions of the thyreoid will 
ultimately be proved .. . to lie at the bottom of sporadic 
cretinism, as well as myxedema’. Less than two years 
after the publication of this paper, Murray and other 
workers had demonstrated the dramatic effect of feeding 
sheep’s thyreoid to patients suffering from cretinism and 
myxedema, and endocrinology had ceased to be a side- 
show and had become an essential part of general medicine. 

This evening, with your permission, I propose to discuss 
some aspects of pediatric endocrinology with particular 
reference to certain distarbances of growth and sexual 
development which may have their beginnings during 
pre-natal or post-natal life. 


The-Endocrine Control of Sexual Development. 

I realize that our knowledge of the hormones which 
influence and control the sexual development of the child 
is extremely limited; but with much trepidation I have 
prepared two diagrams (Figures I and II), which may 
provide some idea of the essential factors involved in this 
complicated process. For the sake of clarity and simplicity 
I have purposely omitted from these diagrams the thyreoid 
gland and its part in growth, epiphyseal maturation and 
sexual development. Like all attempts at over-simplification 
of an extremely complicated problem, these diagrams are 
almost certainly incomplete and incorrect; but I think that 
you will agree with me that this form of diagrammatic 
“endocrinology-without-tears” should help us to rationalize 
some of our ideas, and may help us to stand more securely 
against the rushing tide of endocrinological phantasy and 
associated therapeutic optimism which pours into every 
consulting room as a sea of brightly coloured blotting paper 
and brochures and even seeps its way into some text- 
books. 
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The Male. 


We assume that centres in the hypothalamic or pituitary 
region are responsible in some way for initiating or 
releasing the process of sexual development which is 
mediated by the pituitary-adrenal-gonadal axis. Although 
we do not understand this mechanism which controls or 
inhibits the sexual maturation of the child, we do know 
that a hypothalamic neighbourhood lesion, neoplastic or 
inflammatory, may be responsible for either precocious or 
delayed sexual Gevelopment. 

Apparently the pituitary gonadotropins play a very 
important part in the growth and maturation of the 
testes, and the follicle-stimulating hormone, possibly in 
conjunction with androgens from the interstitial cells, is 
mainly responsible for the final stages of tubular develop- 
ment and for the ultimate size of the testes. As some 


ANTERIOR PITUITARY 
F.S.H. | | ET ALIA 
y TESTIS ADRENAL 
Tubules — CORTEX 
Size U Testis OESTROGENS 
ANDROGESS (also from 
testis) 
OSSEOUS SEXUAL . BODY 
AGE DEVELOPMENT GROWTH 
Ficure I. 


Male (normal thyreoid). 


evidence of the importance of these pituitary gonadotropins 
in the growth and development of the testes at puberty, 
it is interesting to note that the excessive androgen pro- 
duction of an adrenal tumour or of adrenal hyperplasia is 
responsible for a form of precocious puberty characterized 
by small, relatively insensitive testes and an absence of 
spermatogenesis, and that this incomplete type of precocious 
sexual development stands in sharp contrast to the com- 
plete sexual development which may be initiated at the 
hypothalamic or pituitary level. 

The exact explanation of the enlargement of one or 
both breasts which may occur during the pubescence or 
early adolescence of an otherwise normal male is unknown, 
but this condition may be the result of excessive estrogen 
production by the adrenal cortex or even possibly the 
testis. Physical examination of such boys very rarely 
reveals any evidence of a significant delay in sexual 
development, and there is obviously no indication for 
endocrine therapy. As many of you know, the administra- 
tion of androgens or chorionic gonadotropins may actually 
aggravate this condition and should never be considered 
unless there is unequivocal evidence of gross and per- 
sistent hypogonadism. Even though this breast enlarge- 
ment may persist for as long as one or two years, the 
condition is essentially transient and I feel that it is our 
responsibility to reassure the parents and to protect the 
boy from unnecessary consultations, investigations and 
treatment. 

It seems reasonable to assume that the increased pro- 
duction of androgens by the adrenal cortex and the testis 


at the time of puberty is responsible for the growth of the 
pubic and the axillary hair and for the growth and 
development of the penis, the scrotum, the prostate and 
other secondary sex characteristics, including seborrhea 
and acne. Probably this increase in androgens at the 
time of puberty stimulates protein anabolism and increases 
nitrogen retention, and so plays an important part in the 
growth spurt and muscular development of this age period. 
We do not fully understand the mechanism responsible for 
the progressive increase in the child’s epiphyseal develop- 
ment, whicii is probably controlled by the thyreoid during 
the early years of life; but we do know that this process 
may be hastened by excessive androgen production and 
that the administration of androgens to a “pituitary dwarf” 
may hasten his epiphyseal maturation as well as his 
statural growth. 


ANTERIOR PITUITARY 
F.S.H. | L.H. | ET ALIA 

y OVARY y, ADRENAL 
Graafian Corpus 
Follicle CORTEX 


v 
Progestin 


SEXUAL 
DEVELOPMENT 
Nipples, Areolae Pubic and 
and Du 


Axillary Hair 
Labia Majora 


ets 
Labia Minora 


Vagina Clitoris 
Uterus Skin changes 
Fieure II. 


Female (normal thyreoid). 


The Female. 

The physical pattern of the sexual development of the 
female child is probably controlled by both estrogens and 
androgens. The estrogens are assumed to be responsible 
for the development of the nipples and areole, the lacteal 
ducts, the labia minora, the vagina and the uterus, while 
the androgens probably stimulate the growth of the pubic 
and axillary hair, the development of the labia majora 
(the female counterpart of the scrotum) and the clitoris, 
and may be responsible for the sudden growth spurt, the 
seborrhea and the acne which frequently accompany sexual 
maturation (Figure II). 

As a rule the physical changes produced by estrogens 
and androgens occur almost simultaneously, but an early 
preponderance of one of these secretions and a long lag 
before the other produces its effects may be responsible 
for a disturbance of the usual pattern of sexual maturation. 
An early and slightly excessive secretion of androgens and 
a delay in estrogenic secretion may result in an excess of 
pubic and axillary hair, a very slight increase in the size 
of the clitoris, an increase in statural growth and muscular 
development, a slightly advanced osseous. age and an 
output of urinary 17-ketosteroids comparable to that of 
adolescence.‘ This minor degree of transient “virilism” is 
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not progressive, the urinary 17-ketosteroid level does not 
rise above that of adolescence or early adult life, and 
usually within a few months estrogenic effects are apparent 
and the features suggesting masculinization. are fading. 
The administration of estrogens to a young girl who 
exhibits this transient picture of virilism not only is 
unnecessary, but may aggravate the condition by disturbing 
or delaying the natural endocrinological adjustment. 


Figure III. 


“Idiopathic” precocious 
puberty. Age, seven years; 
height and weight age, 
about 10 years; osseous 
age, about twelve years; 
sexual age, puberal; men- 
struation at seven years. 


Ignorance of this transient disturbance of the pattern of 


puberty may be responsible for much unnecessary investi- . 


gation and anxiety, and I know of one olive-skinned, raven- 
haired, essentially feminine young woman whose adrenal 
glands were explored when she was about fourteen or 
fifteen years of age because some rather prominent “andro- 
genic” manifestations had suggested the possibility of an 
adrenal tumour. Logical assessment of the evidence and 
a reasonable period of observation might have saved this 
young woman the distress associated with a series of 
unnecessary investigations and consultations in her early 
teens, and protected her from the scars she bears not only 
on her loins. 

As most of you know, unduly early development of one 
or both breasts is relatively common and may occur as 
long as a year or two before any other estrogenic mani- 
festations are obvious. It would be easy to suggest that 
an early excess of estrogens might be responsible for this 
breast development; but the absence of other obvious 
evidence of cstrinization has prompted the theory that 
this condition may be the result of an undue sensitivity of 
the “target gland”, the breast, to small amounts of 
estrogen. Whatever the true explanation may be, it is 
important that we should appreciate the fact that enlarge- 
ment of one breast may occasionally occur a year or even 
More than a year before any other evidence of sexual 
maturation, and so protect these children from unnecessary 


consultations and even the possibility of a biopsy at the 
- hands of an over-enthusiastic surgeon. 


It seems that our knowledge of the complicated hormonal 
control of the sexual maturation and growth of the 
pubescent girl is extraordinarily incomplete, and I believe 
that anyone who has attempted to present the available 
evidence in simple diagrammatic form would be inclined 
to agree with the “big girl” of Noel Coward’s “Pacific 
1860”, who sings: “Nobody really understands the irresolute 
glands of a big girl like me.” 


Acne. 


Flores cum pulpis circa faciem, vigoris signum. 
—Julius Pollox. 

The word “acne” is probably derived from the Greek 
word dxuy, and suggests the highest point or the point of 
perfection; apparently some Greek physicians used this 
word as a synonym for i/ov@os, the first beard or the bloom 
of youth. 

There sems to be a good deal of evidence to suggest that 
androgens play an important role in the etiology of the 
increased sebaceous secretion and acne which frequently 
occur at or about puberty in either sex, and this evidence 
includes the frequent association of seborrhea and acne 
with adrenal tumours and hyperplasia and with prolonged 
or intensive androgen therapy, and the absence of these 
lesions from the skin of the prepuberal child and of 
patients suffering from pituitary dwarfism or hypogonadism 
whose androgens are probably at a minimum level. 

I am indebted to Dr. Ruthven Blackburn for the happy 
suggestion that, if acne is an outward and visible sign 
of androgenic activity, then perhaps the keener maidens 
should learn to decry the smooth-faced youth glorified by 
films, fiction and the advertising cosmetologist. 


Precocious Sexual Development. 


One of the earliest detailed descriptions of an endocrino- 
logicai disturbance of childhood was written by Pliny the 
Elder approximately 1900 years ago, and concerned a boy 
who exhibited the signs of precocious sexual development 
at a very early age. Pliny stated that this boy at the age 
of three years “had grown to be three cubits” (or five feet) 
in height, that “his voice had become strong like that of 
aman” and that “he had even attained puberty”. Pliny 
also reported that this child was “slow of gait and dull 
of comprehension” and that he died of “convulsions of the 
limbs at the completion oi his third year”. This clinical 
picture of excessive somatic growth and unduly early 
development of sexual and secondary sexual characteristics 
represents a classical example of the condition which is 
usually labelled as “precocious puberty”. 

Individuals, families and races vary very widely in the 
time and pattern of their sexual maturation, and a small 
number of children who appear to be normal in every 
other way show some evidence of sexual maturation at 
nine or ten years of age or even a year earlier. Although 
any degree of sexua! development occurring at an unduly 
early age naturally causes anxiety and prompts investiga- 
tion, it is most important for the medical adviser and the 
parents to realize that a very large number of children 
who exhibit signs of puberty at an unduly early age are 
not suffering from any gross or traditional endocrinopathy, 
and that their normal sexual development has merely been 
projected into an earlier stage of life than usual. For 
some unknown reason this projection of normal sexual 
maturation into an earlier stage of life than usual seems 
to be very much more common amongst girls than boys, 
and I have learned from practical experience to be hesitant 
about assuming that a boy’s premature sexual development 
is of this so-called “idiopathic” type unless his family 
history includes other examples of unduly early sexual 
maturation. 

The Female. 


The tendency to report and emphasize the dramatic 
picture of precocious puberty associated with intracranial 
and ovarian neoplasms has unfortunately resulted in the 
impression that precocious sexual development of the 
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female is often associated with organic lesions of this type. 
It cannot be too strongly emphasized that by far the most 
likely explanation of the precocious but otherwise normal 
sexual development of a girl is an “idiopathic” or 
unexplained functional disturbance of the hypothalamic- 
pituitary mechanism, and that a history of unduly early 
sexual maturation of some other member of the family 
should lend strong support to this diagnosis. The com- 
gm causes of female sexual precocity have been set out 
n Table I. ; 


TABLE I. 
Female Sexual Precocity: Isosexual Pattern. 


Disorder. Characteristics. 


“Idiopathic” or. “constitu- | } ras 
tional” sexual precocity. Mature ovaries. 


Diencephalic lesion (tumour, | J Normal menstruation. 
encephalitis et cetera). | 


| Immature ovaries. 
_ No true menstruation. 


i 


Ovarian neoplasm. 


As a classical illustration of the “idiopathic” type of 
precocious puberty I should like to quote the following 
clinical humiliation from my own general practice: 


A little more than twenty years ago a very worried 
mother consulted me because of her six year old daughter’s 
obvious precocious sexual development (Figure III). I 
assumed that this child was suffering from some organic 
lesion, and at my suggestion she was submitted to a long 
array of investigations which were enthusiastically intensified 
when, about a year later, she began to menstruate. It was 
only her mother’s wise and determined resistance which 
protected this girl from the abdominal section which seemed 
to me to be an essential step in the elucidation of her 
problem. Fortunately this potentially sad story had a happy 
ending, as the girl grew into a very attractive young woman, 
married at twenty-two years of age and has recently achieved 
a son. 

The following case history also suggests the “idiopathic” 
form of precocious puberty. 


Dr. J. M. Alexander and Dr. A. Himmelhoch kindly allowed 
me to examine and to take some part in the investigation of 
a girl who presented signs of precocious puberty before she 
was a year of age, and who had suffered from short episodes 
of bleeding per vaginam which began at the age of eight 
months, and which had recently occurred every twenty-eight 
days (Figure IV). At the age of twenty months this child 
was about the height and weight of a four year old girl, 
and her breasts, nipples, vaginal epithelial cells and external 
genitals showed evidence of maturation. Her osseous age 
was approximately that of a child of five years, the excretion 
of 17-ketosteroids in her urine was not increased (less than 
0-5 milligramme in a period of twenty-four hours), but the 
level of urinary cestrogens (50 international units per litre)? 
Was comparable with that of puberty, and the amount of 
follicle-stimulating hormone in her urine (between six and 
twelve rabbit units per litre)? corresponded with that of 
adolescence. Investigation failed to reveal any evidence of 
an intracranial lesion, and in view of the progression of her 
sexual development and the rapid increase in her osseous age 
which occurred during a period of six months’ observation, it 
was considered that an abdominal section was justifiable. 
At this operation the uterus and both ovaries were found to 
be obviously enlarged; the ovaries contained numerous fol- 
licular cysts, but proved to be normal on _ histological 
examination. Admittedly a small intracranial neoplasm of 
the hypothalamic neighbourhood has not been completely 
excluded, but I believe that it is reasonable to assume that 
this girl is probably suffering from precocious puberty of the 
“idiopathic” type. 

If this tentative diagnosis of “idiopathic” precocious 
puberty is correct, then this infant probably belongs to the 
same group as the Peruvian girl, recently glorified by the 


1Estimated by Professor C. W. Emmens, Department of 
Veterinary Physiology, University of Sydney. 

2Estimated by Dr. E. M. A. Day, of the Royal Prince Alfred 
Hospital, Sydney. 


popular Press as “the world’s youngest mother”—a child 
who menstruated before she was aged one year and bore a 
normal six-pound infant before she was six years old. 


We do not understand the mechanism responsible for 
the early sexual maturation of girls suffering from poly- 
ostotic fibroplasia, but this seems to be a benign process, 
possibly similar to that responsible for the “idiopathic” 


Ficure IV. 
Precocious puberty (? “idio- 
pathic’). e, two years; 


height and weight age, about 

four years; osseous age, about 

five years; sexual age, puberal. 

“Menstruation” since the age of 
eight months. 


form of precocious puberty, as Albright has described a 
girl suffering from this disease who began to menstruate 
just before her first birthday, and who bore normal healthy 
twins thirty years later. 


An intracranial lesion of an inflammatory type such as 
encephalitis is occasionally responsible for precocious 
sexual development in either sex, and I have been interested 
to observe two girls who have developed unduly early signs 
of sexual maturation within a few months of apparent 
recovery from tuberculous meningitis. The occasional 
association of precocious puberty and agenesia cerebri, 
which suggests the possibility of a congenital defect of 
the hypothalamic region, is apparently more common 
amongst females than males. 


The Male. 


The unduly early sexual development of a boy usually 
suggests one of four possibilities: firstly, the “idiopathic” 
form of precocious puberty which is much less common 
amongst males than females; secondly, certain intracranial 
lesions; thirdly, adrenal tumour or hyperplasia; and 
fourthly, an interstitial cell tumour of the testis (Table II). 

A pituitary adenoma is an extraordinarily rare cause of 
precocious puberty in either sex, and Iam aware of only 
one child from my cwn practice whose history and clinical 
features strongly suggested a lesion of this type. 
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This boy was referred to me at the age of eleven years 
because of precocious puberty, gigantism and some early 
acromegalic features. According to his parents, his adult 
sexual development became obvious at the age of about 
seven years, and he was “always much bigger than boys of 
his own age”. At the age of eleven years he had grown to 
a height of five feet nine inches, his weight was 12 stone 
and his osseous age was comparable with that of a young 
adult of twenty years. His unduly large hands and feet, 
the thickened and coarse skin of his face, the enlargement of 
his mandible and the widening of his mandibular angle all 
suggested acromegaly (Figure V). His fundi and fields of 
vision were regarded as normal, and radiographs of his 
skull showed pronounced enlargement of the paranasal 
sinuses and a proportionately large sella turcica of normal 
configuration. 


TABLE II. 
Male Sexual Precocity: Isosexual Pattern. 


Characteristics. 


Disorder. 


“Idiopathic” or “constitu- 
tional” sexual precocity. 


Testes: Normal size and 
sensation. 
Spermatogenesis. 
of 17-ketosteroids 
adolescent or 
adult levels. 


Diencephalic lesion (tumour, 
encephalitis et cetera). 


Testes: small size and 
minimal sensation. 


No spermatogenesis. 


Excretion of 17-ketosteroids 
excessive amounts. 


Adrenal cortical abnormality 
(hyperplasia or tumour). 


Interstitial cell tumour of 
testis. 


The intracranial tumour which causes precocious sexual 
development is usually one which arises from, invades or 
in some way disturbs the hypothalamus or its neighbour- 
hood and is often responsible for other hypothalamic 
symptoms or signs, as in the following cases. 


A.B., a boy, aged ten years, was referred for an opinion 
because of precocious puberty, headaches, impaired vision, a 
generalized coarse tremor, an excessive appetite and a con- 
siderable degree of polyuria. According to his parents, his 
pronounced secondary sex characteristics and his extensive 
acne had been apparent since the age of about seven years. 
This boy’s testes were of adult size, the level of 17-keto- 
steroids in his urine was comparable with that of a young 
adult male (13°6 milligrammes in twenty-four hours), his 
osseous age was approximately that of a sixteen year old 
boy, and he was suffering from alternating divergent 
strabismus, bilateral optic atrophy and concentric contrac- 
tion of his visual fields. At operation, Dr. T. Y. Nelson 
found a large thin-walled cyst growing up from below and 
obstructing the foramina of Monro. 

In 1928, J.N., a boy, aged eight years, was admitted to the 
Royal Alexandra Hospital for Children under the care of 
the late Dr. Wilfred Vickers, because of precocious puberty, 
which had become apparent at the age of four years, and 
because of violent and unexplained outbursts of temper, 
during which he behaved like a wild animal (Figure VI). 
The essential post-mortem finding was a solid astrocytoma 
about the size and shape of a walnut which had grown from 
the floor of the third ventricle (Figure VII). 

An interstitial cell tumour of the testis is apparently an 
extraordinarily rare cause of precocious puberty, as only 
nine examples of this condition have been reported in the 
medical literature during the past sixty years. One of 
these reports was published by K. B. Fraser, of Brisbane, 
and concerned the removal of the enlarged left testis of a 
boy, aged four years, who exhibited signs of precocious 
puberty, and whose height, weight and osseous age were 
comparable with those of a boy of seven years. Histo- 
logical examination of this testis confirmed the diagnosis 
of an interstitial cell tumour, and six months after the 
operation this boy’s penis had diminished in size and his 
pubic hair had disappeared. 


The Adreno-Genital Syndrome. 


Hyperplasia of the adrenal cortex occurring during pre- 
natal life and hyperplasia or tumour of the adrenal cortex 
eccurring during post-natal life may be responsible for the 


various forms of the so-called “adreno-genital syndrome”, 
as is shown in the following tabulation: 


A. Adreno-genital syndrome: 

(a) Hyperplasia during pre-natal life: “pseudo- 
hermaphrodism” in the female; virilism in the 
male. 

(b) Hyperplasia or tumour of the adrenal cortex 
during post-natal life: virilism in female or male, 


B. Cushing’s syndrome: 
Lesion of hypothalamus or pituitary or adrenal 
(“target gland”)—usually adrenal tumour in 
childhood. 


FIGURE V. 


Precocious puberty, gigantism and 
acromegaly (control aged eleven years). 
Age, eleven years; height and weight age, 
late adolescence ; osseous age, twenty 
years; sexual age, post-puberal. 


By far the most common clinical form of the adreno- 
genital syndrome is the condition known as “female 
pseudo-hermaphrodism”, the result of progressive bilateral 
adreno-cortical hyperplasia beginning very early in the 
life of a female fetus. The excess of androgens produced 
by the hyperplastic adrenal cortex is probably responsible 
for the various clinical features of this disorder. At birth 
certain androgenic manifestations, such as gross enlarge- 
ment of the clitoris and hypertrophy of the labia majora, 
may create the impression of a penis and a cleft scrotum 
and may lead to the infant being classified as a male 
(Figure VIII). As the urethra opens at the base of the 
enlarged clitoris, there is often a suggestion that this 
supposed male is suffering from hypospadias (Figure IX). 
Occasionally there is some evidence of a rudimentary 
vagina, but as a rule there is little more than a shallow 
vulval cleft lined with mucous membrane. After a variable 
period of time some doubt about the sex of the child is 
raised, and az abdominal section reveals a uterus, Fallopian 
tubes and two gonads which biopsy proves to be ovaries. 


Careful examination of the external genitals, the demon- 
stration of a considerable elevation of the urinary 17-keto- 
steroids and radiographic evidence of an advanced osseous 
age will usually confirm the diagnosis of “female pseudo- 
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hermaphrodism”, and a history of a similar condition or of 
precocious puberty in some other member of the family 
will add further confirmation. 


Apparently the excessive amount of androgens produced 
by this pre-natal adreno-cortical hyperplasia disturbs the 
development of the female genital tract soon after the 
tenth week of intrauterine life, a stage when differentia- 


Figure VI. 


tion of the uterus, Fallopian tubes and ovaries is complete, 
but at which the urethral and vaginal relationships have 
not been determined, and as a result of this disturbance of 
development a persistent urogenital sinus is an almost 
constant feature of “female pseudo-hermaphrodism” 
(Figure X). This significant embryological defect, which 
helps to differentiate pre-natal from post-natal adreno- 


Figure VII. 


cortical hyperplasia, may be demonstrated radiographically 
with the aid of lipiodol, but this procedure is rarely 
necessary. 

Other androgenic manifestations are usually obvious 
during the early months of life, including a rapid increase 
in body growth, muscular development and osseous age. 
Pubic hair frequently appears before the age of three years 


(Figure XI), and acne and various male secondary sex 
characteristics often become obvious during the next two 
or three years. 

I have been impressed by the surprisingly mature 
behaviour of some of these children, and find that their 
parents are often aware of the child’s strange maturity at 
a very early age. 


Ficure VIII. 


Despite various androgenic manifestations, these children 
appear to be essentially feminine during the earlier years 
of their childhood, and their parents are usually confident 
about this apparent femininity. Unfortunately at or about 


Ficure IX. 


the age of six or seven years, or perhaps a little later, 
certain masculine manifestations begin to appear, and, 
within a few years various distressing features of “virilism” 
are apparent. These features of “virilism’” may include 
an excess of coarse hair on the body and perhaps the face, 
acne, prominent laryngeal cartilage, a deep voice and an 
increase in muscular development. At the age of adoles- 
cence there is no obvious nipple or breast development, 
the menarche does not occur and the body remains 
essentially masculine in type. 

It would be difficult to over-emphasize the distress which 
such a condition brings to a family, and the innumerable 
social and psychological problems associated with the girl’s 
increasing “virilism”. The unfortunate girl becomes more 
and more of a recluse as she becomes increasingly aware 
of her masculine features, and both she and her parents 
are often unduly sensitive about her condition. 


Treatment. 


Before discussing the treatment of- these children I 
would like to emphasize the fact that a variable degree 
of real or potential hypoadrenalism is usually associated 
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with adreno-cortical hyperplasia, that a simple operative 
procedure such as an abdominal section or even an examina- 
tion under an anesthetic may precipitate a minor or major 
Addisonian crisis, and that adequate precautions must be 
taken to minimize these hazards. In my experience this 
condition of adreno-cortical hyperplasia is by far the most 
common cause of chronic hypoadrenalism during infancy, 
and some of these infants may present the clinical features 
of hypoadrenalism during the early weeks or months of 
life. Because the usual clinical picture of adrenal insuf- 
ficiency during infancy has not been nearly so well docu- 
mented as that of Addison’s disease of adult life, there has 
been a tendency to overlook this disorder during infancy, 
except for the acute and dramatic adrenal insufficiency of 
certain fulminating infections. The usual clinical picture 
of chronic hypoadrenalism during infancy is one of 
vomiting with or without diarrhea associated with a dis- 
proportionate ' degree of dehydration, which may fail to 
respond satisfactorily to the usual forms of intravenous 
fluid therapy; skin pigmentation, low blood pressure, hypo- 


NORMAL MALE 


FEMALE PSEUDOHERMAPHRODITE 


development, evidence of cestrinization of the vaginal 
epithelium and occasionally menstruation. 


In a recent letter Lawson Wilkins has informed me that 
some of his patients have now been under treatment for 
nearly a year, and that the dosage of cortisone has varied 
from 25 milligrammes given intramuscularly or 50 milli- 
grammes given orally for the older children to five milli- 
grammes given intramuscularly or 10 milligrammes given 
orally for small infants, the actual dosage for each patient 
being based on the effect on the excretion of 17-ketosteroids 
in the urine. Obviously these studies must be continued 
for many years before any final conclusions can be reached, 
but this is a new approach which may bring relative happi- 
ness to some of these unfortunate children, particularly if 
it is commenced during the early months of their life. 


Intersexuality. 


Occasionally “intersexuality”, probably of genetic origin, 
is confused with pre-natal adreno-cortical hyperplasia. A 


NORMAL FEMALE 


(Adrenal hyperplasia) 


Utriculus masculinus 


Testis 


Appendix 
testis 


Figure X. 


Persistent urogenital sinus. 


glycemia and certain other features of the adult form of 
Addison’s disease are rarely obvious during infancy. 


At first thought the approach to treatment would seem 
obvious—namely, an abdominal section and histological 
examination of the gonads to establish the fact that the 
child is a female and subsequent removal of the clitoris. 
Unfortunately this simple approach fails to take into con- 
sideration the continual and excessive secretion of andro- 
gens and the unrelenting “virilism” that is to follow— 
excess of hair on the body and face, acne, a deep male 
voice, a masculine, muscular type of body and other male 
characteristics which may mutilate the life of the unfor- 
tunate young woman. 


In my experience and in the experience of most observers 
partial adrenalectomy. is of little or no avail, and even 
enormous doses of cestrogenic substance will do little more 
than produce some temporary female characteristics which 
fail to disguise the androgenic manifestations. 


With this knowledge and the realization that we had 
no “anti-androgenic substance” available for use, I had 
formed the opinion that it was better to leave the hyper- 
trophied clitoris, to make a scrotum from the hypertrophied 
labia majora, and to allow the child to grow up to be a 
“male”, exhibiting all those outward signs of masculinity 
which characterize adrenal hyperplasia. 


During the past year our whole attitude towards the 
treatment of these unfortunate patients has been altered 
by the work of Lawson Wilkins and his colleagues, who 
have shown that cortisone given in quantities just slightly 
greater than the body’s normal requirements will suppress 
the excessive production of androgens by depressing both 
the adrenal cortex and adrenocorticotropic hormone forma- 
tion. By giving relatively small doses of cortisone to 
children suffering from adrenal hyperplasia, Wilkins has 
achieved (i) a pronounced decrease in the amount of 
17-ketosteroids in the urine, (ii) a slight decrease in the 
degree of “virilism” and hirsutism, and (iii) slight breast 


(From Wilkins, 1950.) 


ehild suffering from this type of “intersexuality” does not 
exhibit the unduly early rapid body growth, the advanced 
osseous age and the premature growth of pubic hair which 
characterize the adreno-genital syndrome. 


I do not propose to attempt any discussion of this 
interesting and confusing subject, but I should like to 
quote two case histories which may help to illustrate some 
of the clinical aspects of this problem. 


V.H., a “girl’, aged four years, was admitted to the Royal 
Alexandra Hospital for Children under the care: of Dr. J. 
Steigrad, because of a gross enlargement of the “clitoris” 
which had been obvious since birth (Figure XII). The 
urethra. opened near the base of the ventral surface of the 
enlarged “clitoris’’, but there was no suggestion of a vaginal 
orifice. The “labia majora” were well developed and the 
overlying skin was similar to that of an infantile scrotum. 
Two small oval masses were palpable, one in the left 
inguinal region and the other in the right “labium majum”. 
This infant’s weight, height and osseous age were all regarded 
as normal for “her” age and the excretion of 17-ketosteroids 
in the urine was not increased (0°68 milligramme in twenty- 
four hours). An abdominal section established the fact that 
there were no uterus or gonads in the pelvis, and the easily 
palpable “oval masses” were proved to be testes. ‘This child 
has now been reregistered as a boy, and Dr. Steigrad plans 
to carry out some appropriate cosmetic surgery in the near 
future. 


The following clinical history of an infant referred to me 
by Dr.’ T. Y. Nelson represents a more difficult problem and | 
suggests the possibility of true hermaphrodism. 


M.T. was classified as a female at birth, but later 
reclassified as a male because of obvious enlargement of the 
“clitoris”, which had a pronounced prepuce. The urethra 
opened at the base of the “clitoris”, there was a rudimentary 
vagina and the rugose “labia majora” suggested a clel* 
scrotum (Figure XIII). At the age of twelve weeks ~ 
abdominal section was performed and revealed a uterus and 
Fallopian tubes and two rudimentary gonads, which were 
thought to be ovaries. Histological examination of the 
right gonad established the fact that this was a testis. 
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At the age of three years a second laparotomy was per- 
formed and the rudimentary gonad on the left side was 
established to be an ovary. This infant’s osseous age, height, 
weight and trunk-limb proportion were all within normal 
limits for “her” age, and the excretion of 17-ketosteroids in 
the urine was not increased (varying from 0°5 to 0°7 milli- 
gramme in twenty-four hours). 


gross endocrinopathies are relatively rare, while minor 
disturbances of the physical pattern of growth and sexual 
development are relatively common. 

In my experience a very large proportion of children 
referred to out-patient clinics and to consultants as pre- 
senting possible endocrine problems are not suffering from 


XI. 


Pre-Natal Adreno-Cortical Hyperplasia in Males. 


Pre-natal adreno-cortical hyperplasia seems to be very 
much rarer amongst males than it is among females, 
enlargement of the penis and scrotum is usually not obvious 
until the boy is several months of age, and the clinical 
features of hypoadrenalism, which is a very common com- 
plication of adreno-cortical hyperplasia, may be apparent 


FIGuRE XII. 


before there is any obvious evidence suggesting precocious 
puberty. There is frequently a history of a similar affec- 
tion of another member of the family, and this history, 
combined with the evidence of some advance in the osseous 
age and an increase in the urinary excretion of 17-keto- 
steroids, should confirm this diagnosis. After a few years 
pubic hair, acne and other secondary sex character- 
istics appear, but the testes usually remain small ane 
infantile. 


Conclusion. 
This evening I have briefly reviewed a few of the more 


dramatic and exotic endocrine disorders of infancy and 
childhood, and now I want to emphasize the fact that these 


Figure XIII. 


any gross or traditional endocrine disorder, and most of 
these children are referred because of some minor dis- 
turbance in the rate or the physical pattern of their 
growth and sexual development or because of obesity. Fat 
children—and more particularly fat boys, whose normal 
external genitals are partially submerged in a sea of pre- 
pubic subcutaneous fat—represent a large proportion of 
this group of “innocents”—fat children who are not suf- 
fering from any significant degree of hypogonadism or 
from any other endocrine disturbance and who have little 
or nothing in common with the chjld described by Frohlich 
at the beginning of this century. It seems most unfortunate 
that Fréhlich’s name, with its implied suggestion of “gland 
trouble”, has proved such a popular label for the fat child, 
and I sincerely hope that we may be able to teach a new 
generation of medical men to avoid this label and to regard 
Fréhlich’s syndrome as the rarity that it is. 


Let me conclude with a special plea for the child whose 
growth has been slower or more rapid than expected, the 
child whose body carries an excess of subcutaneous fat, 
and the child whose external genitals do not happen to 
conform to some hypothetical norm—a plea for the protec- 
tion of this vast army of children from unnecessary investi- 
gations and treatment and from whispered comments about 
their “glands”, their bodies and their genitals. 
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SURGERY OF THE ADRENAL GLANDS. 


By Epwarp Wixson, M.D., M.S., M.Sc., M.R.A.C.P., 
F.R.C.S. (England), F.R.C.S. (Edinburgh), 
F.R.A.CS., F.A.C.S., 


Sydney. 


Apart from excision of adrenal tumours, surgery of the 
adrenal glands is still in the experimental stage. The 
indications for operation on the adrenal gland at present 
are as follows: (i) the presence of adrenal tumours, cortical 
and medullary, benign and malignant; (ii) adrenal hyper- 
plasia; (iii) Cushing’s syndrome; (iv) perhaps for trans- 
plantation into patients with Addison’s disease. Under the 
heading of surgery of the adrenal gland perhaps also the 
implantation of pellets of desoxycorticosterone acetate and 
of cortisone should be included. Because of the secretion 
of androgens unilateral adrenalectomy has been tried as 
an adjunct to stilbestrol therapy and orchidectomy in 
patients with advanced carcinoma of the prostate (Cox, 
1946), but there is little to recommend it for such “poor 
risk” patients. 


Hormonal Activities of the Adrenal Glands. 


The hormones elaborated by the adrenal cortex are sterol 
lipoids and some are necessary for the maintenance of life. 
The hormone of the medulla, adrenaline, is also necessary 
for the maintenance of life. 


One of the cortical hormones, desoxycorticosterone, has 
its effect on the regulation of the salt and water metabolism, 
of the electrolyte balance, and of capillary and other mem- 
brane permeability. It also has an effect on the preser- 
vation of renal function (Cahill, 1936). However, it is 
without effect on the carbohydrate metabolism. Desoxy- 
corticosterone has been synthesized, and it has been found 
that overdosage may lead to hypertension, peripheral 
edema, pleural effusion, ascites, pulmonary cdema and 
cardiac failure. Another type of hormone, comprising the 
glucocorticosteroids, is concerned with the production of 
glucose from proteins. The third type comprises the 
androgens and the fourth the estrogens. 


Hypersecretion and tumours of the adrenal cortex may be 
associated either with congenital or acquired sexual abnor- 
malities or with metabolic disturbances. The first two 
groups comprise the various forms of the adreno-genital 
syndrome and the third group is Cushing’s syndrome, but 
there is often some overlapping of the two last-mentioned. 


Virilism. 
Cases of virilism have been classified by Broster (1947) 
into four main groups: (i) pre-pubertal, (ii) post-pubertal, 
(iii) the Cushing or fat type, and (iv) post-menopausal. 


In virilism there occur suppresion of ovarian function 
and of normal female characteristics and development of 
secondary male characteristics, and there may be changes 
in the psychological outlook. Virilism has been caused 
by the administration of testosterone, cortisone and ACTH. 


Adrenalectomy is said to be of value in the pre-pubertal 
and post-pubertal types of virilism, and in the third group 
when there is a high output of 17-ketosteroids. It is the 
second group—that is, the post-pubertal group—that is most 
often seen; it would seem that in the treatment of women 
aged under forty years with hirsutism and virilism, even 
if the latter is present only in a mild form, adrenalectomy 
is indicated if the urinary 17-ketosteroid excretion is 
increased. My five cases of adrenalectomy for hirsuties 
were in this group, and similar cases have been reported 
by Flynn (1947). Although the change in the hirsuties 
does not always come up to the expectations of the patient, 
there is usually definite improvement (in four out of five 
of my patients). The hair becomes finer and if it does not 
fall out it is more easily removed. The most satisfactory 
results are to be expected in patients who also suffer from 
amenorrhea. Apart from that, there is no method of 
determining the degree of response that will be obtained, 
and thus it would appear that such patients should be 


given the benefit of operation. With care the risk is small, 
for Broster (1947) reported 100 cases without a fatality. 


- There is usually greater relief of the hirsuties and improve- 


ment in the psychological outlook than in the menstrual 
irregularities. 


The more pronounced the virilism, the greater is the 
improvement that may be expected following adrena- 
lectomy. Many of the signs and symptoms of excessive 
masculinization then decrease, and there is a reappearance 
of female characteristics; but the enlarged clitoris and 
external genital malformation will be unaffected and may 
require plastic surgical measures. 


Cushing’s Syndrome, 


An unusual but most interesting syndrome is that of 
Cushing. It includes hypertension, obesity, polycythemia, 
muscular weakness, diabetes mellitus, osteoporosis affecting 
chiefly the skull, spine and pelvis, purplish cutaneous 
strie, hirsuties, rounding of the facial contours, depression 
of the sex function, lowering of the basal metabolic rate, 
and hypercholesterolemia. ‘There are associated eosino- 
penia and lymphopenia. 

Cushing’s syndrome differs from the adreno-genital syn- 
drome in the presence of obesity, weakness of the muscles, 
and less enlargement of the clitoris. Hypertension and 
diabetes mellitus are more frequently present in Cushing’s 
syndrome than in the adreno-genital syndrome. 


Death in Cushing’s syndrome often results from renal 
or cardiac failure or from a cerebral vascular accident and 
therefore all attempts at alleviation should be carried out. 


In some patients with Cushing’s syndrome there is an 
adrenal cortical tumour and in some others there is hyper- 
plasia of the adrenal cortex; cases have been reported in 
which great improvement followed adrenalectomy. The 
best results are obtained in those cases in which a cortical 
adenoma is removed. There is no agreement as to the 
amount of gland tissue to be removed in cases of adrenal 
hyperplasia. For example, from one-half (Petersen and 
Kenyon, 1947) to one and a half (Levine and Weisberg, 
1950) has been suggested. The latter figure is of interest, 
for Best and Taylor (1950) stated that removal of five- 
sixths of both adrenal cortices caused death. 


In my case half of each gland was removed. This 
procedure was followed by a remission of a few weeks’ 
duration, but then the signs and symptoms recurred. 


Transplantation. 


Adrenal gland transplantation has been used by Broster 
and Gardiner-Hill (1946) and by d’Abreu (1933) for the 
treatment of Addison’s disease. 

After treatment of the patient with heparin, an inferior 
epigastric artery and vein of the recipient are pulled up 
into the adrenal vein of the implanted gland. Any opera- 
tion in patients with Addison’s disease is likely to be 
followed by a crisis, and this is no exception. For that 
reason it is imperative to make the recipient’s blood 
chemistry normal prior to operation and to try to keep 
it normal afterwards. 


Adrenal Tumours. 
The tumours of the adrenal gland include cortical 


adenoma and carcinoma, neuroblastoma, ganglioneuroma, 
and chromaffin-cell tumour or pheochromocytoma. 


Cortical adenomata of the adrenal gland have frequently 
been found at autopsy in the absence of signs and symptoms 
to suggest their presence (Goldzieher, 1929), and occasion- 
ally metastatic deposits are discovered in the adrenal 
glands without their being recognized during life. On 
the other hand, the clinical diagnosis and surgical treat- 
ment of tumours and other lesions of the adrenal gland 
are unusual. For example, at Sydney Hospital in the 
past six years there were two biopsies revealing inoperable 
adrenal tumours, but no adrenalectomy was performed. 
My own series is also small. It includes excision of a large 
malignant pheochromocytoma, bilateral hemiadrenalectomy 
for Cushing’s syndrome, and five adrenalectomies for hir- 
suties and mild virilism. 
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Tumours of the adrenal gland may rise in the cortex or 
in the medulla, and each type may cause symptoms due 
to the secretions of hormones, due to its size, or due to 
metastases. Tumours without hormonal disturbances and 
presenting as an abdominal mass may require laparotomy 
before a diagnosis can be made. Two such cases. were 
described by Lumb (1950), and my case of pheochromo- 
cytoma falls into this category. Metastases are often the 
first indication of the presence of a neuroblastoma and of 
other non-hormonal malignant tumours. Occasional symp- 
toms such as abdominal pain and malaise arise purely 
owing to the size of the adrenal tumour. Such a tumour 
is usually malignant, and it is unlikely that cure is 
possible; but a few of these tumours have been found to 
be benign and removable. Of the hormone-producing 
tumours of the cortex about half are benign, while most 
of the hormone-producing tumours of the medulla are 


benign (Broster, 1947). 


The chief interest of the chromaffin-cell tumour of the 
medulla or pheochromocytoma lies in its clinical effects, 
which are due to the intermittent release of large quan- 
tities of adrenaline into the circulation. The heart becomes 
hypertrophied and there are intermittent attacks of hyper- 
tension and tachycardia. Pallor followed by flushing of the 
skin, sweating, dyspnea, and sensations of suffocation and 
of constriction in the epigastrium may be noted. Glyco- 
suria is a common feature. It is important to realize that 
these patients are liable to surgical shock, and that they 
are often poor subjects for operation. Spinal anesthesia 
should be avoided. In addition to shock, post-operative 
pulmonary edema often occurs. Incidentally, the term 
“pheochromocyte” is derived from the Greek and means 
dusky cell. This refers to the fact that these cells take 
on a brown stain when treated with chromic acid salts. 


The following is a case of pheochromocytoma occurring 
in my practice. 


Mr. J.L., aged twenty-eight years, was admitted to hos- 
pital on March 11, 1946, complaining of headache of twelve 
months’ duration. His past illnesses included malaria and 
appendicitis. Apart from the latter he had had no abdominal 
symptoms. 

On examination of the patient his general condition was 
good. His systolic blood pressure was 140 millimetres of mer- 
cury and his diastolic pressure 100 millimetres. Apart from 
some sluggishness in response of the right pupil to light and 
accommodation (which may have been due to an old injury), 
there was no abnormality of the central nervous system. 
The abdomen was lax and not tender, but there was a 
palpable mass about two inches in diameter in the right 
hypochondrium. This mass did not extend into the loin and 
it did not appear to be attached to the liver. Blood counts, 
X-ray examination of the skull, examination of the urine, 
examination of the feces for occult blood, examination of the 
cerebro-spinal fluid, and excretion and retrograde pyelograms 
all showed no abnormality. Prior to operation the tumour 
was considered to be arising from the kidney or adrenal 
gland. As there had been no hypertensive crises, it was 
considered unlikely that the tumour was a phzochromo- 
cytoma. 

At operation the patient was placed slightly on his left 
side and in a reversed Trendelenburg position. An oblique 
right upper abdominal incision was made and the peri- 
toneum was opened, a large, hard, yellowish mass being 
revealed in the retroperitoneal tissues at the upper pole of 
the right kidney. The duodenum and hepatic flexure had 
been displaced downwards and inwards, and the right kidney 
had been displaced downwards. These viscera, together with 
the liver, gall-bladder and bile ducts, appeared normal and 
were not infiltrated by the tumour. 

The peritoneum over the tumour was divided and a lobu- 
lated mass measuring about 14 by 7 by 4 centimetres was 
displayed. This had a patchy yellow and red appearance 


and was continuous with the right adrenal gland. Both the . 


adrenal gland and the tumour were completely encapsulated. 
Several leashes of vessels medial to the tumour were ligated 
and divided. The tumour and the adrenal gland were then 
removed en bloc. There was no evidence of infiltration of the 
retroperitoneal tissues, and no enlarged abdominal lymph 
gland was seen. The posterior parietal peritoneum was 
repaired and the wound was closed without drainage. The 
tumour consisted of an upper portion measuring nine by 
seven by four centimetres and was directly continuous with 
the adrenal gland. At its lower pole this tumour was 
attached by a few fine strands of fibrous tissue to a second 


tumour measuring 5:0 by 5:0 by 3°5 centimetres. There 
was no increase : the peritoneal fluid. At the end of the 
operation the patient’s condition was still very good and 
convalescence. was uneventful. At no stage did a state of 
shock develop. 

Microscopic examination of the tumour showed it to be 
a typical malignant pheochromocytoma. , 

In the five years since operation there has been no evidence 


of recurrence. 
Diagnosis. 


The pre-operative selection of patients for adrenalectomy 
is determined on clinical grounds with the aid of a few 
pathological tests. 

In some patients, especially children showing precocious- 
ness, al! investigations may give normal results, and it may 
then be impossible prior to operation to determine whether 
there is an adrenal lesion, an ovarian tumour, or even 
a tumour of the region of the hypothalamus. 

In other cases, of the pathological tests which are of 
value the excretion of 17-ketosteroids in the urine should 
be mentioned first. Although all androgens are not 
17-ketosteroids and although all 17-ketosteroids are not 
androgens, the urinary 17-ketosteroid level provides the 
best method at present available of estimating the increased 
production of androgenic substances. Crooke and Callow 
(1939) were the first to suggest this test as a help in the 
diagnosis of adrenal cortical tumours. 

The term “17-ketosteroids” is used to denote chemical 
compounds with a ketone group in the 17 position of the 
steroid ring. Normally, the urinary 17-ketosteroids are 
degradation products of hormones produced wholly by the 
adrenal cortex in the female and by the adrenal cortex 
and the testes in the male. By the usual methods of 
estimation 3-ketosteroids and 20-ketosteroids are included 
with the 17-ketosteroids, but they form only a small pro- 
portion of the total (Dorfman and Shipley, 1950). 


Among such 17-ketosteroid compounds are androsterone 
and dehydroandrosterone, which form the main androgenic 
constituents of the urine. It is usual to express the 
androgen output in terms of milligrammes of total 17-keto- 
steroids per twenty-four hours’ output of urine, and it is 
to be remembered that either the nurses or the patients 
may not realize the importance of collecting the whole 
twenty-four-hour specimen. All the androgenic substances 
in the urine occur in an inactive form from which the 
active material may be liberated by acid hydrolysis. 
Gstrone is a 17-ketosteroid, but during the process of 
estimation it is removed. ; 

The value which is taken as the normal level of urinary 
17-ketosteroids depends on the method of estimation and 
shows wide variation even in the normal subject. In the 
adult female it is about 10 milligrammes and in the adult 
male about 15 milligrammes for the twenty-four hours. 
The difference is attributed to the testicular secretion. In 
Addison’s disease in the male the level is about five milli- 
grammes a day, whereas in the female with Addison’s 
disease it is less than 0-5 milligramme. This suggests 
that the ovary, unlike the testis, makes no contribution to 
the urinary 17-ketosteroids, and it gives support to the 
contention that the adrenals are the source of most of the 
androgenic material. 

The urinary 17-ketosteroid excretion is decreased in other 
conditions—for example Simmonds’s disease, in which the 
level is similar to that in Addison’s disease. Starvation 
for four or more days will produce a fall of 50%, but with 
a return to a normal diet the values are restored within 
a week. 

Eunuchs excrete a somewhat low level of urinary 17- 
ketosteroids, but usually not outside the range of apparent 
normals. Ovariectomized women also have an excretion 
below the average of normal women, but again within 
the range of variation in normal subjects. In the aged 
reduced levels are also found. 

In children the excretion of 17-ketosteroids gradually 
increases up to the age of puberty. The daily average 
output for a child of four to seven years is 1:3 milli- 
grammes, with a range of 0°6 to 26 milligrammes. 


| 
|_| 
| 
| 
{ 


FEBRUARY 23, 1952 


THE MEDICAL JOURNAL OF AUSTRALIA 


251 


One difficulty arises in deciding what figure for the 
urinary 17-ketosteroids is diagnostic of an adrenal tumour, 
but it is fairly certain that a figure of more than 100 milli- 
grammes per day may be accepted. To a lesser degree, 
the level is elevated in other conditions, such as adrenal 
— hyperplasia and interstitial cell tumour of the 
estis. 


After unilateral adrenalectomy in patients with virilism 
and hirsuties, there is usually a fall of 50% in the urinary 
17-ketosteroid excretion. 


In Cushing’s syndrome the urinary 17-ketosteroid level 
may be decreased, within normal limits, or increased, 
according to the degree of masculinization. Broster (1947) 
suggested that a normal level would be found in pituitary 
baséphilism and that an elevated level would be found in 
adrenal hyperplasia or tumour. Butt, Mason and Morris 
(1950) reported that of “13 cases of Cushing’s syndrome, 
seven showed a moderately increased 17-ketosteroid ex- 
cretion. Normal 17-ketosteroid excretion was found, how- 
ever, in two fatal cases of florid basophilism”. 


The terms “a” and “gs” 17-ketosteroids are used to refer 
to the two types of 3-hydroxy 17-ketosteroids which differ 
from each other in the spatial position of the hydroxy 
group at the number 8 carbon atom. Normally, the 
a fraction comprises more than 85% of the total 17-keto- 
steroids. The a 17-ketosteroids arise from both the adrenal 
and the testicular secretions, while the 8 17-ketosteroids 
are excretory transformation products of the adrenal cortex 
alone. According to Dorfman and Shipley (1950) the 
determination of the f8 17-ketosteroids is of diagnostic 
significance in detecting adrenal cortical cancer, and in 
this condition the percentage of the 8 17-ketosteroids may 
vary from 19 to 77 with a mean about 54. Patients with 
adrenal cortical hyperplasia may or may not have a slight 
increase in the f§ 17-ketosteroid secretion. 


Other biochemical aids to diagnosis include the estima- 
tion of estrogenic substances in the urine. Adrenal cortical 
carcinoma alone of the adrenal tumours is said to increase 
the amount of the estrogenic substances in the urine while 
giving a negative response to the Aschheim-Zondek test. 
That is, the finding of large amounts of urinary estrogens 
in the absence of a positive result to the test for pregnancy 
is highly suggestive of a cortical adrenal carcinoma; but 
negative results do not rule out such a neoplasm. Very 
rarely carcinomata of the adrenal glands are the cause of 
feminization in the adult male. (Less than ten such cases 
have been reported.) 


Of the X-ray aids to diagnosis of adrenal hyperplasia 
and tumours, perirenal insufflation of air or oxygen is the 
most important. This was originally suggested by Carelli 
and Sordelli (1921) to outline the kidneys, and was later 
used by Cahill (1935) and others to demonstrate the adrenal 
glands. However, it is not widely used, as in the past 
it has been associated with some risk and often a clear 
picture is not obtained. The latter is very likely in the 
obese subject. Even if perirenal insufflation revealed an 
adrenal tumour, it must be considered essential to expose 
the other adrenal gland to ensure that it is present. There 
is therefore little to be gained by knowing the site of the 
tumour prior to the operation. Also, unless the adrenal 
gland is more than twice the normal size, it is not possible 
to demonstrate the enlargement by this method aii 
and Weisberg, 1950). 

An excretion pyelogram may reveal depression or iia 
larity of the renal pelvis caused by an adrenal tumour, and 
sometimes even a plain X-ray picture of the abdomen may 
reveal the soft-tissue swelling of the tumour. 


In order to detect masculinizing and other tumours of 
the ovary, Levine and Weisberg (1950) suggested X-ray 
visualization of the internal female genitalia following 
the induction of pneumoperitoneum, but that manceuvre 
has been rarely used. 


Operative Technique. 


When Broster in 1932 first introduced adrenalectomy for 
the treatment of hirsuties and virilism, he recommended a 
two-stage procedure. 


Firstly, laparotomy was performed 


to determine the presence of any ovarian tumour or tumour 
of an adrenal rest. At this operation an attempt was made 
to palpate the adrenal glands and to estimate their size. 
Secondly, a transthoracic adrenalectomy was performed 
some weeks later. Since then, Broster (1939) has recom- 
mended a high kidney approach instead of the transthoracic 
approach for the second stage. 

To avoid a second operation, Young (1937) advised 
exposure of the adrenal glands and then the removal of 
portions of each. Prior to operation the presence of a 
pelvic or abdominal tumour was excluded as far as possible 
by clinical examination. 


I have myself used the single-stage procedure, and prefer 
to rely on abdominal, rectal and vaginal examination to 
exclude an ovarian or other pelvic tumour. This is not 
infallible, for a small tumour could be missed. On the 
other hand, even if the abdomen is opened it is still possible 
to overlook a small ovarian tumour. For example, Wilhelm 
(1950) has reported a case in which a masculinizing tumour 
of the ovary was discovered only after the ovary was 
incised. Further, it is rather difficult to detect any slight 
increase in size of an adrenal gland on palpation through 
the peritoneal cavity, and the presence of both adrenal 
glands should be confirmed before removal of the larger 
of them. 

Several cases have been reported in the literature in 
which one adrenal gland was the site of hyperplasia or 
tumour and the other gland was atrophic or absent. 
Wilhelm and Gross (1944) referred to the fact that several 
patients succumbed after adrenalectomy for Cushing’s syn- 
drome in a state of acute adrenal insufficiency, and that 
autopsy revealed atrophy or absence of the contralateral 
gland. 

Not all patients with virilism are in good condition, and 
the avoidance of a second anesthetic and operation is to 
be welcomed. Broster (1939) suggested that Addison’s 
disease might be caused by thrombosis of the main adrenal 
veins if both adrenal glands were exposed at operation. 
However, if one of the glands is only examined and left 
intact, this risk should be practically nil. 

As Willis (1948) pointed out, there is nothing distinctive 
about the macroscopic appearance of an arrhenoblastoma 
of the ovary. In one of my cases of hirsuties an ovarian 
dermoid cyst was found, and its removal alone was followed 
by improvement. Even the finding of a cystic ovary does 
not rule out the presence of adrenal hyperplasia. Vines 
(1939) has found that the ovaries of patients with virilism 
associated with adrenal hyperplasia are cystic and 
degenerate. According to Broster (1939), for unilateral 
adrenalectomy one should choose the gland on the same 
side as the larger and more cystic ovary. 

For excision of a large adrenal tumour, the transthoracic 
approach through the ninth or tenth intercostal space would 
have certain advantages. However, in the case reported 
here a relatively large tumour was removed through an 
upper oblique abdominal incision, and no undue difficulty 
was experienced. In the other cases I have employed the 
approach through the bed of the twelfth rib as described 
by Hertz (1927). During the dissection of the adrenal 
gland the anesthetist should keep the aan move- 
ments to a minimum. 


After adrenalectomy in some cases an abnormal sine of 
shock develops. The pulse rate rises, the blood pressure 
falls, and death may occur. The state of adrenal shock 
is especially frequent in patients with pre-pubertal virilism, 
in patients with tumours producing gross amounts of 
hormones, and in patients with Cushing’s syndrome. These 
crises are likely to occur when post-operative complications 
develop. Post-operative crises are also frequently seen 
after any operation on patients with Addison’s disease. 


Prior to the removal of a hormone-secreting cortical 
tumour from both adults and children, and prior to and 
after any operation on patients with Addison’s disease, 
injections of adrenal cortical extract are advisable. They 
should also be readily available after adrenalectomy for 
any other lesion. It is also suggested that sodium chloride 
and citrate as well as a potassium-peor diet should be given 
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to such patients. If the blood volume is low, blood trans- 
fusions are required till the blood pressure rises. 


After adrenalectomy an aggravation of any ne 
psychological upset is to be expected. 


Fuchsinophile Reaction. 

After the removal of an adrenal gland the problem arises 
of determining whether there is evidence of increased 
secretion of hormones in the specimen obtained. It was 
beause of this difficulty that the fuchsinophile reaction 
was developed. 

This reaction was introduced by Broster and Vines in 
1933 as a qualitative and quantitative method of demon- 
strating an increase in the secretion of androgenic sub- 
stances by the adrenal cortex. Since then it has been found 
(Cahill, 1936; Sudds, 1940; Oppenheimer and Silver, 1937) 
that this reaction may be obtained in some patients not 
suffering from virilism. Sudds (1940) found that there 
might be some relationship between increasing age and the 
appearance of the granules; and Cahill (1942) suggested 
that the aging influence of virilism might be the cause of 
the excess of granules in this disease. In patients other 
than those with virilism the reaction is always weak and 
the finding of a strong reaction would still seem to be 
of significance. 

This differential stain depends on the fact that the 
abnormal cells stain a vivid red with Ponceau fuchsine 
and that the normal cells stain a blue with aniline blue, 
the counter stain. Vines (1939) has found that a positive 
reaction is also given by the acidophile cells of the pituitary, 
by the interstitial cells of the testis, and by the cells of 
the young corpus lutewm. The reaction in the fetal adrenal 
cells is also positive for a time, this period being of longer 
duration in the male than in the female fetus. 


Summary. 


It is concluded that adrenalectomy is of value in mild 
cases of virilism in which the only apparent abnormalities 
are hirsuties and a slightly elevated urinary 17-ketosteroid 
excretion. Apart from these conditions, the chief indi- 
cations for operation on the adrenal glands are (i) adrenal 
tumours, (ii) overt virilism due to adrenal cortical hyper- 
plasia, and (iii) Cushing’s syndrome. 


Urinary 17-ketosteroid excretion and the operative tech- 
nique of surgery of the adrenal glands are discussed. An 
approach through the bed of the twelfth rib is recommended. 


A case of pheochromocytoma is described in which there 
was little evidence of hormone secretion. 
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SOME AUSTRALIAN CONVICT AND EXPLORER 
DOCTORS.’ 


By J. B. Crexanp, C.B.E., M.D., 
Adelaide. 


I BELIEVE that we are all proud of our profession and 
subscribe, with perhaps some embarrassment, to 
Robert Louis Stevenson’s eulogy of us in the dedication to 
“Underwoods”. Of the physician he says: 

He is the flower (such as it is) of our civilization; and 
when that stage of man is done with, and only remem- 
bered to be marvelled at in history, he will be thought 
to have shared as little as any in the defects of the 
period, and most notably exhibited the virtues of the 
race. Generosity he has, such as is possible to those 
who practise an art, never to those who drive a trade; 
discretion, tested by a hundred secrets; tact, tried in a 
thousand embarrassments; and what are more impor- 
tant, Heraclean cheerfulness and courage. 

I hope to be able to show that even doctors who were 
convicts were not necessarily sunk in infamy and may not 
have departed from the pattern of the physician so gener- 
ously portrayed by Stevenson. 

The use of the term “convict doctors” may mean either 
doctors who were convicts themselves or doctors in charge 
of convicts during transportation; and again “explorer 
doctors” (leaving punning aside) may refer not only to 
those medical men who Jed exploring expeditions but also 
to those who accompanied other leaders. I have therefore 
some breadth of outlook from which to draw my material, 
but this will be confined geographically entirely to 


Australia. 
Convict Doctors. 
Redfern and Bland. 


Two names stand out conspicuously under the heading of 
convict doctors—those of William Redfern and of Dr. 
William Bland. Both were men of outstanding ability, who 
played prominent parts in the early history of New South 


Read at a meeting of the South Australian Branch of the 
British Medical Association on November 29, 1951. 
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Wales. So much is Australia indebted to them that we 
should almost be thankful that the “crimes” were com- 


mitted that led to their transportation. Redfern, in the 


heart of the city of Sydney, was named after the one; and 
the County and Parish of Bland in New South Wales, 
Bland’s Plain near Goulburn and Blandville (now Henley) 
at Hunter’s Hill after the other. The late Dr. Norman 
Dunlop points out that Redfern was the first in Australia 
to receive a medical diploma, which was granted after a 
searching professional examination on September 1, 1808; 
he held the office of magistrate for a year; he was one of 
the founders and first directors of the Bank of New South 
Wales, which commenced operations on April 8, 1817; his 
farm at Campbell Fields was one of the best in the district; 
he played a prominent part in the development of the wool 
industry; he rendered service to the Benovelent Society 
of New South Wales from its beginning in May, 1813, till 
he retired from practice; and he was a member of the 
Aborigines’ School Committee. 


Dr. William Bland was secretary of the Australian 
Patriotic Association founded in 1835 to obtain consti- 
tutional government for New South Wales; in 1843, with 
William Charles Wentworth, he topped the poll at the first 
election to the Legislative Council; he spent a year in 
Parramatta gaol for ridiculing Governor Macquarie, especi- 
ally for his weakness in inscribing his name on the public 
buildings he erected, in verse which Dunlop describes as 
bitterly sarcastic; about the same time his letters to Harl 
Bathurst, then Secretary of State for the Colonies, describ- 
ing the deplorable state into which the colony had fallen, 
and in his opinion the maladministration of Macquarie, 
were partly responsible for the visit of Commissioner Bigge 
and so to the eventual recall of the Governor; he was one 
of the trustees of the first grammar school, he supported 
the Sydney Mechanics’ School of Arts, and was associated 
in 1858 with the formation of the first medical society in 
Sydney called “The Australian Medical Association”; and 
he was the honorary surgeon of the Sydney Benevolent 
Asylum, opened in 1821—a philanthropist and an inventor. 


William Redfern was born about the year 1778 and at 
the age of nineteen years was surgeon’s mate on His 
Majesty’s Ship Standard when the mutiny occurred at the 
Nore. From information he supplied to Commissioner 
Bigge it appears that he was sentenced to death by a naval 
court-martial for implication in the mutiny, his offence 
being that he had verbally advised the leaders to be more 
united amongst themselves. In view of his youth, the 
sentence was commuted to transportation for life, and after 
four years in prison in England at his own request in 1801 
he was sent to New South Wales. Commissioner Bigge’s 
report devotes six pages to Redfern, and the Reverend 
Sydney Smith, in the Edinburgh Review of 1823, wrote 
a review of this report. As the latter makes particular 
reference to Redfern, and what he has to say is so witty 
and so wise, I have no compunction in quoting from part 
of this essay, though I have done so before in referring 
to Redfern. 


Men are governed by words; and under the infamous 
term convict are comprehended crimes of the most dif- 
ferent degrees and species of guilt. One man is trans- 
ported for stealing three hams and a pot of sausages; 
and in the next berth to him on the transport is a young 
surgeon, who has been engaged in the mutiny at the 
Nore; the third man is for extorting money; the fourth 
was in a respectable situation in life at the time of the 
Irish Rebellion, and was so ill read in history as to 
imagine that Ireland had been ill-treated by England, 
and so bad a reasoner as to suppose that nine Catholics 
ought not to pay tithes to one Protestant. Then comes 
a man who sets his house on fire, to cheat the Phoenix 
office; and, lastly, that most glaring of all human 
villains, a poacher, driven from Europe, wife and child, 
by thirty lords of manors, at Quarter Sessions, for killing 
a partridge. Now, all these are crimes, no doubt— 
particularly the last; but they are surely crimes of very 
different degrees of intensity to which different degrees 
of contempt and horror are attached—and from which 
those who have committed them may, by subsequent 
morality, emancipate themselves, with different degrees 
of difficulty, and with more or less of success. A 
warrant granted by a reformed bacon-stealer would be 


absurd; but there is hardly any reason why a foolish 
hot-brained young blockhead, who chose to favour the 
mutineers at the Nore when he was sixteen years of 
age, may not make a very loyal subject, and a very 
respectable and respected magistrate, when he is forty 
years of age, and has cast his Jacobine teeth, and fallen 
into the practical jobbing and loyal baseness which so 
commonly develop about that period of life .... Dr. 
Redfern, surgeon, seems to use the public rhubarb for 
his private practice. . It is seldom, we suspect, that 
absolute dunces go to “the Bay, but commonly men of 
active minds, and considerable talents in their various 
lines—who have not learnt, indeed, the art of self- 
discipline and control, but who are sent to learn it in the 
bitter school of adversity ... Botany Bay... was 
colonized, not to gratify the insolence of Pharisees, but 
to heal the contrite spirit of repentant sinners ... 
The most resolute and inflexible persons in the rejection 
of pardoned convicts were some of the marching regi- 
ments stationed at Botany Bay—men, of course, who 
had uniformly shunned, in the Old World, the society of 
gamesters, prostitutes, drunkards, and blasphemers— 
who had ruined no tailors, corrupted no wives, and had 
entitled themselves, by a long course of solemnity and 
decorum, to indulge in all the insolence of purity and 
virtue. 

On Redfern’s arrival in Sydney, he was sent as Assistant 
Surgeon to Norfolk Island and received an absolute pardon 
from Governor King in 1803. Lieutenant-Colonel Foveaux 
appointed him an Assistant Surgeon at Sydney in 1808. 
Governor Macquarie considered him as “a very great 
Acquisition to this Colony, his Talents as a surgeon being 
far superior to those of any other Person of that Descrip- 
tion in this Country”. In 1814 he reported on the incidence 
of mortality on convict ships, and Dr. Dunlop quotes exten- 
sively from his excellent recommendations—perhaps the 
earliest example in Australia of a work on preventive medi- 
cine. Macquarie recommended that he should succeed 
Darcy Wentworth as Principal Surgeon when the latter 
asked leave to retire in May, 1818, but James Bowman 
received this appointment. Commissioner Bigge, soon after 
his arrival in 1819, objected to Redfern being made a 
magistrate, and this was the beginning of constant friction 
between the Governor and the Commissioner. Redfern 
was frequently invited to dine at Macquarie’s table, but the 
junior officers of the 46th Regiment refused to sit down 
with an emancipist. Professor G. A. Wood says that he 
became “the best doctor in Sydney, with an excellent repu- 
tation for humanity and good citizenship, a big and 
successful farmer and a man of high intellectual ability”. 
He eventually returned to Britain and died at Edinburgh 
in 1833. 


William Bland was born in London on November 5, 1789. 
In 1809 he qualified for the Naval Medical Service and in 
1813 was on His Majesty’s Ship Hesper in the Persian Gulf. 
Quarrels arose between Mr. Case, purser of the Hesper on 
the one hand, and Mr. Fulton, master, and Lieutenant 
Randall on the other. Dr. Norman Dunlop (1926), in his 
full account of Bland, has given the details that led up to 
Bland’s entry into these quarrels and its fatal outcome. 
Fulton had calle@ Case a coward, a scoundrel and a villain 
and had threatened to horsewhip him, but this quarrel 
was made up and the two became friends. Later, Case, 
displeased at some expression of Randall, sent a message 
demanding satisfaction. Randall replied by telling him to 
clear up first his affair with Fulton. A few nights later 
at the mess-table, when Randall was absent, Bland over- 
heard Case making offensive observations about Randall 
to a guest. Bland protested, and Case then turned on him. 
After futile pleadings by Bland for Case to behave like a 
gentleman, Bland became so annoyed that he threw a glass 
at the purser. Immediately sorry for what he had done, 
he apologized, but the apology was not accepted. A duel 
was arranged. Case wus an hour late at the tryst, which 
would have absolved Bland from any obligation to continue 
with the duel. Mr. Buchanan, surgeon of the Arrogant, 
who was present as a friend, suggested “accommodation”, 
but chiefly through Randall this was not accepted. Bland 
intended to use blank cartridges, but again Randall insisted 
on ball. Buchanan and Fulton, who was Case’s second, both 
refused to give the signal to fire. Incensed by this, Randall, 
who was Bland’s second, said he would give it. When the 
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handkerchief dropped, Case fell mortally wounded. The 
four survivors were committed by the coroner on a charge 
of wilful murder, and the case was tried by the Recorder 
at Bombay on April 14 and 17, 1813. Bland was sentenced 
to seven years’ and Randall to eight’ years’ transportation 
to New South Wales. They arrived by the Frederick at 
Sydney on June 18, 1814. In 1815 Bland was pardoned and 
entered into private practice. 


When Wentworth in 1849 introduced a Bill to create the 
University of Sydney, he named Bland, who was then 
chairman of the trustees of the Sydney College, as one of 
the senators. Robert Lowe (afterwards Viscount Sher- 
brooke), who had in the election of 1848 ousted Bland 
from the Legislative Council, raked up his conviction of 
1813 and said that no ex-convict ought to be appointed to 
the Senate. Bland, bursting with indignation, addressed 
the following letter to Lowe, which was virtually a 
challenge. 

Oct. 11, 1849. 

Sir, I have this moment read the report of your 
speech of yesterday evg. in the Sydney Morning Herald 
of to-day, and I feel no doubt that you have used your. 
position in the Council to vent your private malignity 
against me. I am, however, recommended not to call 
upon you for the satisfaction of a gentleman—because 
you have on more occasions than one (where the claim 
for reparation from the nature of the insult was even 
stronger than in this case) in a manner the most 
cowardly evaded it. I shall therefore content myself 
on this occasion with merely expressing my opinion 
that you are a coward and a scoundrel; but which 
opinion I shall be happy to retract if it is in your nature 
to give me an opportunity. 

I am, Sir, 
Your most obedient Svt., 
W. BLAND. 


Lowe evaded the issue. 


In March, 1851, Bland invented an “atmotic ship” (vide 
“Australian Encyclopedia”, 1927, article “Aviation’’), of 
which drawings were sent to the Great Exhibition of 1851. 
These arrived too late, but a model was shown at the 
Crystal Palace in 1852. It consisted of an elongated balloon, 
inflated by hydrogen gas, capable of lifting five tons, with 
an attached car containing a steam-engine with two screws. 
Dunlop gives further details of Bland’s atmotic ship. He 
considers that the Zeppelin bears such a close resemblance 
to it as to suggest that the Germans knew of Bland’s inven- 
tion. He goes on to say that, with the vision of a prophet, 
Bland saw the potentialities of aeronautics when he wrote: 


The primary or general objects of the present inven- 
tion have already been enumerated. The following are 
a few of those objects, for the effectuation of which, it 
seems to be greatly, if not urgently, in requisition, and 
to be specially fitted, and some of which it is clear are 
not obtainable by any other known means. (1) To 
obtain an extensive, if not thorough, knowledge of the 
periodical or perpetual currents of air (analogous to 
our monsoons or trade winds) which, most probably will 
be found to prevail as we ascend within given limits of 
“altitude” and “latitude”, with the depth and breadth 
of such currents, so that the knowledge of them may 
not only advance theoretical science, but be rendered 
practically available for making atmotic passages; (2) 
to reduce to passengers the distances of the various 
places from each other, as that of London from Sydney, 
from 8000 or 12,000 miles (the shortest practical routes 
now known) to about 6000 miles, and to shorten the time 
of such passages from about two or three months to, 
most probably, some five or six days, travelling at the 
rate of fifty miles an hour; (3) to visit and explore those 
parts of our globe which are most difficult of access, if 
not inaccessible by any other means, viz., the entire 
Arctic and Antarctic regions; the interior of Borneo, 
of New Holland, of Africa, and of some parts of America, 
with the summits and peaks of the highest ranges of 
mountains; (4) to serve, perhaps, as the handmaid or 
ally to meteorological science and astronomy; (5) for 

purposes, and for the conveyance of passengers, 
etc., and generally for the promotion of commerce and 
the advancement of science and civilization. 
Dunlop quoted the above in 1925. Now, a quarter of a 
century later, we can realize still more clearly what an 
extraordinary forecast of the future this was. 


Another invention by Bland was contained in a brochure 
entitled “The Suppression of Spontaneous Combustion in 
Wool Ships”. His idea was to flood the hold with carbon 
dioxide. A working model was sent to the Exhibition of 
1851, and in England his method was successfully employed 
in several coal mines. 

I hope I have given some indication of what a remark- 
able man Dr. Bland was, professionally, as a social reformer 
and educationalist, and as an inventor. We may well be 
proud of him. 


Darcy Wentworth. 


Darcy Wentworth, father of the famous William Charles 
Wentworth, very nearly came within the category of a 
convict doctor. The late Professor A. C. V. Melbourne 
(1934), in his account of the son, William Charles Went- 
worth, epitomizes the history of the father; from this 
account most of the following information is taken. 
Wentworth was an erratic young man from the north of 
Ireland who studied medicine in London. On December 12, 
1787, he was acquitted at the Old Bailey on two charges of 
highway robbery. Two years later he was accused of a 
similar offence in circumstances which “left a very strong 
presumption of guilt”. It is to one of these that M. H. Ellis 
(1947) refers when he says that to the highly judicial mind 
of Jeffery Bent, the Judge Advocate, “the supposed fact 
that Mr. Wentworth had once been acquitted on a charge 
of committing a boyish act of knightly acquisition upon the 
Highgate Road constituted him a ‘notorious highwayman 
. .. charged by Sir Henry Russell, late Chief Justice of 
Bengal, with robbing him of his watch on Hounslow 
Heath’ ”. 


On the third occasion, through the exertions of influential 
friends and an undertaking to go to New South Wales, 
Wentworth escaped conviction (Melbourne). His friends 
secured him the position of assistant surgeon on the 
Neptune, which arrived at Port Jackson on June 28, 1790, 
after having lost 147 male and 11 female-convicts on the 
voyage. Melbourne quotes an eye-witness (page 5) as 
writing that “the landing . .. was truly affecting and 
shocking; great numbers were not able to walk, nor to 
move hand or foot ...; upon their being brought into the 
open air, some fainted; some died upon the deck, and 
others in the boat before they reached the land”. Melbourne 
points out that other convict ships arrived in a similar 
state, owing to the conditions under which the convicts 
were compelled to live, and that there is no reflection on 
Darcy Wentworth’s medical skill. 


Wentworth was at once sent to Norfolk Island as 
Assistant Surgeon, where he won high opinions from the 
Lieutenant-Governor, Philip Gidley King. Here William 
Charles was born in 1792, his mother, it is believed, having 
been a Catherine Williams, who had been convicted at 
Guildford in August, 1789, and sentenced to seven years’ 
transportation and who had also come out in the Neptune. 
Darcy Wentworth returned to Sydney in 1796. Here he 
lived a much retired life, but became eventually Principal 
Surgeon to the Colony, Superintendent of Police, a magis- 
trate and treasurer of the Police Fund. He was suspended 
from office in 1807 by Governor Bligh and was involved 
in the Bligh rebellion. In 1811, in Macquarie’s adminis- 
tration, he was taken into high favour. 

His name appears in connexion with a post-mortem 
examination in dispatches from Governor Macquarie to 
Earl Bathurst dated July 31, 1813 (Watson, 1916). 
Lieutenant Macnaughton and Lieutenant Connor of the 
73rd Regiment were tried for the murder of William 
Holness “with Certain large Sticks of no value”.t The two 
Officers, in liquor and in disguise, had followed a young 
woman, who took refuge in the house belonging to the 
Holnesses, where she was employed. They tried to break 
in with sticks, and when Holness appeared at the door 


1This statement, that the vehicles of death—in this case the 

“Certain Large Sticks’—were of no value, is a relic of the 

time when the coronial inquiry was to ascertain what object 

had been the immediate cause of death, which” was in con- 

sequence forfeit to the Crown. It will be remembered that 

Felton killed the Duke of Buckingham with a tenpenny dagger- 
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he was attacked and later hit in several places, and after 
a blow on the back of the neck fell between the path and 
the road, dead or dying in ten minutes. The two officers 
were charged that “not having the fear of God before 
their Eyes, but being Moved and Seduced by the instigation 
of the Devil . .. they feloniously, Wilfully and of their 
inalice aforethought did Strike, beat and kick, and to and 
against the Ground did Cast and Throw; giving to the 
Said William Holness . . . Several mortal bruises in and 
upon the Head, Stomach, Belly, Back and Sides by which 
they did kill and murder him”. 

Darcy Wentworth, Principal Surgeon on the establish- 
ment of the Colony, deposed that he had examined the 
body and found no marks of violence on it except a small 
bruise on the elbow. There was no fracture of the skull 
or injury to the brain. The only abnormality found was 
“a very Considerable effusion of blood in both lobes of the 
lungs”, which Wentworth considered was quite sufficient 
to occasion death, which he suspected would be instant. 
It was impossible for him to attribute this effusion of 
blood to any particular cause. He had never seen sueh an 
effusion of blood, sufficient to occasion death, caused by 
a blow without leaving some marks of external violence, 
but did not think that such was impossible though very 
improbable. Dr. Watson, in a note, quotes a case recorded 
by F. J. Smith, in which a boy, aged eight years, supposed 
to have been run over, showed no signs of external injury, 
but the upper lobe of the right lung was found severed at 
its root and floating in the pleura, which was full of 
blood. He suggests that the death of Holness was due to 
some parallel injury, but it must be noted that the blood 
in this case was “in both lobes of the lungs” (sic), not in 
the pleura. 

Mr. George Martin, Assistant Surgeon of the 73rd Regi- 
ment, who was present at the examination, gave similar 
evidence. He adds that the vertebre of the neck were 
examined and showed not the least marks of injury. His 
description of the lungs is that one portion had an 
unhealthy appearance, which (and this seems to me impor- 
tant) on closer examination was found to be due to an 
effusion of blood in the lungs. He added that there were 
many instances of such an effusion occasioned by anger 
causing immediate death. Mr. Samuel Ross, surgeon of the 
ship Fortune, who was also present, corroborated the 
evidence of his colleagues. He described a “great effusion 
of blood in the lungs”, which he attributed to ‘“‘some spasm 
or faction of the heart”. Mr. Edward Luttrell, Assistant 
Surgeon at Parramatta, attributed the death to “spasm of 
the heart occasioned by violent agitation” and added that 
there was “one particular disease of the human frame, 
called Angina pectoris, which is believed to arise from 
spasmodic action of the heart, and under the influence of 
that disease people have died very suddenly”. 

One feels quite proud of the evidence given by our fellow 
medical men of nearly one hundred and forty years ago. 
I think it probable that, as indirectly suggested, death 
may have been due to coronary disease, and that the 
effusion of biood in the lungs was merely intense con- 
gestion accentuated by post-mortem hypostasis. The 
deceased’s wife stated that they had been married for 
seventeen years, so that Holness may well have been in his 
forties or older. 

The Court “having maturely Considered and fully under- 
stood the evidence” acquitted the prisoners of murder, but 
found them guilty of feloniously killing and slaying William 
Holness. With this verdict I think we must agree, even 
though the actual cause of death was not due to the 
physical effects of the blows with the sticks of no value. 
It would be unreasonable under the circumstances to 
assume that Holness would have died at that particular 
time had he not been violently assaulted. The accused were 
each fined one shilling and ordered to be imprisoned “in 
His Majesty’s Gaol at Parramatta for the space of Six 
Calendar Months’’. ~ 


Other Convict Doctors. 
A short account of three other doctors who were convicts 
was given in a short paper of mine that appeared in the 
Proceedings of the Royat Society of Medicine in 1938. 


This also contains some bibliographical reference to 
Redfern and Bland. The first convict emancipated, John 
Irving, was a medical man. He was highly spoken of by 
Governor Phillip. David MacCallum, pardoned in 1801, 
accompanied Acting-Lieutenant Robbins to Bass Strait 
when he was ordered to take possession of the islands for 
Britain and forestall the French. Bryan O’Connor was 
concerned in the Irish Rebellion of 1800 and was emanci- 
pated in 1801. 

In Tasmania, amongst those transported for their active 
part in the Young Ireland Movement of 1848, were John 
Martin and Kevin Izod O’Doherty. Martin was a medical 
student at Trinity College, Dublin, who had established The 
Irish Felon newspaper and was sentenced to ten years’ 
transportation. He was pardoned in 1854 and returned to 
Ireland, where he died in 1875. O’Doherty was a medical 
man, also sentenced to ten years’ transportation; both he 
and Martin arrived at Hobart Town by the brig Emma 
on the last day of October, 1849. In Critchley Parker’s 
“Tasmania” (1937), page 40, it is mentioned that he was 
conditionally pardoned and on reaching Paris communi- 
cated with his Irish fiancee “Eva”, one of Ireland’s sweetest 
singers, to whom he had been betrothed before his exile. 
She crossed to London to meet him and they were married 
at Cardinal Wiseman’s church at Moorfields. . After two 
years on the Continent, O’Doherty was allowed to return 
to Ireland, where he practised for ten years in Dublin as 
a physician. They then emigrated to Australia and settled 
in Brisbane, where he continued to practise. He became 
a member of the Legislative Assembly and died in 1905 
at the age of eighty-one years, his widow in 1910. 


Doctors of Convict Establishments and 
Convict Ships. 


The notorious Port Arthur was founded by the 
Lieutenant-Governor of Van Diemen’s Land, Colonel Arthur, 
in 1830. Dr. John Russell, assistant surgeon of the 63rd 
Regiment, was sent down as commandant and surgeon with 
a party of 16 or 17 convicts. He was succeeded by three 
other officers of this regiment who evidently held short 
appointments, as Captain C. O’Hara Booth, of the 11th 
Fusiliers, the greatest of the administrators, was appointed 
in 1833. Dr. Coverdale was the eleventh commandant. 


Those who are interested in the medical conditions from 
which the convicts suffered at Port Arthur will find an 
account in a paper of mine, entitled “Morbidity and 
Mortality in the Convict Settlement at Port Arthur, Tas- 
mania, from 1830 to 1835”. Scurvy was prevalent, 1015 
cases occurring over the six years. “Punitas”’, presumably 
the effects of severe flogging, accounted for 123 patients, 
“vulnus” for 285. There were 68 deaths. 


Dr. Murray L. Verso (1950) has given us Dr. Colin 
Arrott Browning’s experiences as a doctor on a convict 
ship in “A Medical Account of a Voyage on a Convict 
Vessel”. 


Explorer Doctors. 
George Bass. 


One of the greatest of medical explorers, and certainly 
the greatest in Australia, was George Bass—apothecary, 
naval surgeon, explorer by sea and land, a discoverer of 
coal, merchant-adventurer, and perhaps a prisoner of war 
sent to work in the coal-mines of Peru. 


George Bass, like his friend Matthew Flinders, was a 
Lincolnshire man, the son of a farmer, born at Aswarby 
near Sleaford. After his father’s death, whilst he was 
quite a child, his mother moved to Boston, where she gave 
him an excellent education and finally apprenticed him to 
Mr. Francis, a Boston surgeon. Professor Ernest Scott, 
in his “Life of Flinders”, says that Bass ‘‘walked” the 
Boston Hospital and won his surgeon’s diploma with 
marked credit. He adds that his mother bought him a 
share in a merchant ship, which was wrecked, and that he 
then entered the Navy as a surgeon, and in this capacity, 
at the age of thirty-two years, he sailed in the Reliance 
with Governor Hunter in 1795. Scott says that all records 
show that Bass was a very remarkable man—six feet in 
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height (nearly as long as the Tom Thumb, in which he 
made an adventurous voyage), dark-complexioned, hand- 
some, keen-looking, vigorous, strong and enterprising with 
a “very penetrating countenance”. Governor Hunter, in his 
dispatches to the Duke of Portland, wrote of him as a 
“young man of a well informed mind and an active dis- 
position” (Historical Records of Australia, Series 1, Volume 
II, page 132) and again in a letter to Secretary Nepean 
(page 220) as “a young man of much ability in various 
ways out of the line of his profession”. 


In 1795 Matthew Flinders sailed as a midshipman on the 
Reliance with Governor Hunter. George Bass was the 
surgeon on this ship, and both being Lincolnshire men it 
was natural that.they should be specially brought together 
on the voyage. On arrival at Port Jackson in September, 
Flinders found that investigation of the coast had not been 
greatly extended beyond the three harbours of Botany Bay, 
Port Jackson and Broken Bay. In the introduction to his 
famous “Voyage”, Flinders says that in Bass he “had the 


happiness to find a man whose ardour for discovery was - 


not to be suppresed by any obstacles nor deterred by 
danger; and with this friend a determination was formed 
of completing the examination of the east coast of New 
South Wales, by all such opportunities as the duty of the 
ship, and procurable means, could admit”. 


Flinders and Bass secured a little boat of eight feet 
in length, called Tom Thumb, and with themselves and a 
boy as crew they proceeded round to Botany Bay and 
ascended George’s River for 20 miles of its winding course 
above Hunter’s previous survey. As a result of the sketch 
they presented to His Excellency and their favourable 
report, Hunter reexamined the river and established a 
sai branch of the colony, under the name of Banks’ 

‘own”’. 


On March 25, 1796, the two friends set off again in 
Tom Thumb (Flinders’s “Voyage”, page 97). Professor 
Scott (page 87) points out that this was evidently not the 
same little boat, but “another boat of nearly the same size, 
which had been since built at Port Jackson’ and called 
by the same name. After the night had been spent in Tom 
Thumb, a place was found next day where, though the 
boat could not land, a cask of water might be obtained by 
swimming. Bass went ashore, but while they were getting 
the cask off a surf carried the boat ashore, and their arms, 
ammunition, clothes and provisions were thoroughly 
drenched. Tom Thumb was emptied of water and launched 
again and another night was spent in her. On March 27 
they landed in a little stream near Red Point to procure 
fresh water and to dry their powder and clean the rust 
and sand from the muskets. A few natives on the banks 
of the stream gradually increased to 20, and Bass employed 
some of them in mending an oar that had been broken in 
the upset, while Flinders spread the powder out to dry. 
This produced no opposition, but when he proceeded to 
clean the muskets so much alarm was caused that it was 
necessary to desist. At this point, two Botany Bay natives 
who were amongst them and whose hair and beards had 
been clipped at Port Jackson were showing themselves to 
the others and persuading them to follow their example. 
So, whilst the powder was drying, Flinders with a large 
pair of scissors began his new office of barber upon the 
eldest, and the shearing of a dozen did not take long. 
Some of the more timid were alarmed at such a formidable 
instrument coming so near their noses and would scarcely 
allow the operation to be finished. “But when their chins 
were held up a second time, their fear of the instrument 
—the wild stare of their eyes, and the smile they forced— 
formed a composure upon the rough savage countenance, 
not unworthy the pencil of a Hogarth.” Flinders says 
he was almost tempted to try what effect a little snip 
would produce, but their situation was too critical to admit 
of such experiments. Though the natives wanted them 
to go a little further up the lagoon on which they were, 
they succeeded, not without stratagem, in getting down 
to the entrance, where the depth of water put them out 
of their reach. Repassing Red Point, they were able to 
land and sleep on a sandy beach after three nights of 
cramp in the Tom Thumb. Here, lying under the cliffs 


were black lumps, which were apparently of slaty stone 
but which on a later expedition were found by Bass to be 
coal, a stratum of this running through the cliffs. Next 
day, March 29, they met with a heavy following sea, in 
which a single movement by Flinders, who was steering 
with an oar, or by Bass, who kept the sheet of the sail in 
his hand, or a moment’s inattention would have sent them 
to the bottom. Seeing a well-sheltered little bay, they 
anchored for the night in what they named Providential 
Cove; they found later that the natives called it Watta- 
Mowla (now within the National Park). On April 1 they 
examined Port Hacking and reached Port Jackson next 
day. 

After this expedition the voyage of the Reliance to the 
Cape of Good Hope by way of Cape Horn suspended their 
projects for some time. On their return, Bass, less confined 
by his duty than Flinders, made several excursions into 
the interior parts behind Port Jackson, one result of which 
was mapping the course of the River Grose. Here is a 
quotation from a translation of the account given by Péron, 
who arrived in Port Jackson on Baudin’s expedition, of 
their exploration, as given to him by Bass: 

Amongst the most interesting characters who have yet 
appeared in the southern colonies of England, must be 
placed Mr. Bass, the surgeon of his majesty’s ship 
Reliance, the same who in a slight whale sloop, adven- 
tured in an unknown sea, and discovered that famous 
strait to which public gratitude has affixed his name. 
This extraordinary man also attempted to pass the Blue 
Mountains; and in the month of June, 1796, he set off, 
accompanied by a small number of men of courage and 
skill. Never was more hardihood displayed than on this 
occasion. With his arms and feet protected by iron 
crotchets, Mr. Bass several times escaladed horrible per- 
pendicular mountains: being often stopped by precipices, 
he caused himself to be let down by ropes into their 
abysses. But even his resolution was of no avail, and 
after fifteen days of fatigue and unparalleled danger, 
he returned to Sydney, confirming, by his own failure, 
all that had been asserted of the impossibility of going 
beyond those extraordinary ramparts. From the summit 
of one very elevated peak Mr. Bass saw before him 
at the distance of forty or fifty miles, a second chain 
of mountains, much higher than any of those which 
he had passed; and the intermediate space presented 
neither less dangers nor obstacles than what he had 
already encountered. During this perilous excursion 
Mr. Bass and his troop had to suffer a want of water; 
their provisions were exhausted, and these barren 
mountains affording them no means of a supply, they 
were reduced to a state of the most devouring thirst. 
“If, by chance”, said this intrepid traveller to me, “we 
met with a small portion of moist earth, or even some 
mud in the holes of the rocks, we were glad to apply 
our -handkerchiefs to the surface of such substances, 
and suck them as hard as possible, in order to obtain 
what little humidity they possessed.” 


In December, 1797, Bass obtained leave to make an 
expedition to the southward and was furnished with a 
fine whale-boat, six weeks’ provisions and a crew of six 
seamen. On this expedition Bass found the blowhole at 
Kiama, put in at Shoals Haven (beyond Point Bass. 
named by Flinders in his honour), where an excursion from 
the boat led to his discovering the Shoalhaven River, 
examined carefully Jervis Bay noting the character of the 
soil and other natural features, discovered Twofold Bay 
on December 19, and failing to find Point Hicks, which 
was Captain Cook‘s landfall, ran on along a low sandy 
coast till he sighted high land in the south-west; this he 
took for Furneaux’s Land, but it was really Wilson’s 
Promontory. In this situation on January 2, 1798, water 
was found to be coming in so fast through the boat’s side 
that it was absolutely necessary to go upon the other tack. 
So Bass made north-eastward towards “Furneaux’s Land” 
with the wind blowing hard from the south-east, accom- 
panied by a hollow, irregular sea; this, Flinders says, 
“put our enterprising discoverer and his boat’s crew into 
the greatest danger, but the good qualities of his little 
bark, with careful steerage, carried him through this 
perilous night”. 

They saw smoke and several people on a small island 
on January 3, but found on rowing up that these were 
not natives but Europeans. They were convicts, seven in 
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number, who with others had run away with a boat from 
Port Jackson with the intention of plundering the wreck 
of the Sydney Cove, but “not being able to find it, their. 
companions, thinking their number too great, had treacher- 
ously left them upon the island, whilst asleep”. For five 
weeks they had subsisted on petrels and an occasional seal. 
Bass promised to call for them on his return and proceeded 
to the west side of the high main land. Next day he 
discovered and named Western Port and noted the island 
afterwards called Phillip Island as sheltering it. Here 
he was kept for thirteen days by repairs and bad weather, 
and now the state of his provisions, though eked out with 
salted petrels, forced him to return. He had to take shelter 
behind a cape, since named Cape Liptrap, and after a 
succession of gales called in for the convicts. He could 
take only two of these on board, with, be it noted, the 
consent of his crew—one an old man and the other 
diseased; the other five he set upon the mainland, giving 
them a musket, half his ammunition, some hooks and lines, 
a light cooking kettle, and directions how to proceed to 
Port Jackson. From January 26 to February 1 Bass lay in 
Sealer’s Cove after having rounded his “Furneaux’s Land”, 
which, at the recommendation of Flinders and Bass, 
Governor Hunter called Wilson’s Promontory, in com- 
pliment to Flinders’s friend, Thomas Wilson, Esquire, of 
London. Bass, detained by easterly gales, had time to 
=" Wilson’s Promontory, and Flinders speaks thus 
of it: 

The fineness and durability of its structure make it 
worthy of being, what there was reason to believe it, 
the boundary part of a large strait, and a corner stone 
to the new continent. 


That a strait probably existed between Australia and Van 
Diemen’s Land Bass considered likely from the rapidity of 
tide and the long south-west swell seeming to be con- 
tinually rolling in upon the coast to the westward. He 
called in at Corner Inlet near the Promontory and finally 
reached Port Jackson again on February 24. 


Flinders says of this expedition that Bass sailed 


with only six weeks’ provisions, but with the assistance 
of occasional supplies of petrels, fish, seal’s flesh, and 
a few geese and black swans, and by abstinence, he had 
been enabled to prolong his voyage beyond eleven 
weeks. His ardour and perseverance were crowned, in 
- despite of the foul winds which so much opposed him, 
with a degree of success not to have been anticipated 
from such feeble means. In three hundred miles of 
coast, from Port Jackson to the Ram Head, he added a 
number cf particulars which had escaped Captain Cook 
. . Mr. Bass, himself, entertained no doubt of the 
existence of a wide strait, separating Van Diemen’s Land 
from New South Wales .... He had the satisfaction of 
placing at the end of his new coast, an extensive and 
useful harbour, surrounded by a country superior to 
any other known in the southern parts of New South 
- Wales. A voyage expressly undertaken for discovery in 
an open boat, and in which six hundred miles of coast, 
mostly in a boisterous climate, was explored, has not, 
perhaps, its equal in the annals of maritime history. 


Péron says: 

The discovery of the strait which separates New 
Holland from Van Diemen’s Land, was made in a simple 
whale sloop, commanded by Mr. Bass, the surgeon of 
the Reliance. This vessel may be said to have been 
consecrated to that great discovery, and hazardous navi- 
gation; for it is preserved in the harbour, with a sort 
of religious veneration: some snuff-boxes have been 
made out of its keel, of which the possessors are both 
proud and jealous; and the governor himself thought he 
could not make a more acceptable present to our chief, 
than a piece of the wood of this sloop, enchased in a 
large silver tooth-pick box; round which were engraved 
the principal particulars of the discovery of Bass’s 
Straits. 

Flinders and Bass left Port Jackson in the Norfolk on 
their famous circumnavigation of Van Diemen’s Land on 
October 7, 1798. In Flinders’s account of the voyage are 
frequent references to his companion, and he mentions that 
Collins had published the journal that Bass had kept on 
this occasion. This appears in “An Account of the English 
Colony in New South Wales”, in which Collins expresses 
gratification that he is able to give particulars with some 


degree of minuteness “from the accurate and pleasing 
journal of Mr. Bass with the perusal and use of which he 
was favoured’. Whenever opportunity presented itself, 
Bass went ashore, made excursions into the neighbourhood 
and wrote a full account of all that he observed. He 
describes the geographical features, the quality of the 
soil, whether fit for cultivation, pasture or otherwise, the 
nature of the timber, the weathering of the granite, and 
many features of interest in natural history. On Cape 
Barren Island, which he says was indeed barren, he met 
with a new quadruped, which, “being a stranger, appears 
to merit a particular description”. This was the wombat, 
afterwards found in New. South Wales, “a squat, thick, 
short-legged and rather inactive quadruped, with a great 
appearance of stumpy strength, and somewhat bigger than 
a large turn-spit dog”. It was measured in all details, 
its weight was estimated, and a minute description given, 
including the ears and nose and teeth, its neck and legs 
and even its tail—found only after separating the hairs and 
measuring five-tenths of an inch in length and three-tenths 
to one-tenth of an inch in diameter. “In disposition it is 
mild and gentle; but it bites hard and is furious when 
provoked.” Here is a charming description, quoted from 
Collins’s account: 

He chased one, and with his hands under the’ belly, 
suddenly lifted him off the ground, and laid him upon 
his back, along his arm, like a child. It made no noise, 
nor any effert to escape, not even a struggle. Its 
countenance was placid, and it seemed as contented as 
if it had been nursed by Mr. Bass from its infancy. He 
carried the beast upwards of a mile, and often shifted 
him from arm to arm, sometimes laying him upon his 
shoulder, all of which jhe took in good part; until, being 
obliged to secure his legs while he went into the brush 
to cut a specimen of new wood, the creature’s anger 
arose with the pinching of the twine; he whizzed with 
all his might, kicked and scratched most furiously, and 
snapped off a piece from the elbow of Bass’s coat. 
Their friendship was here at an end; and the creature 
remained implacable all the way to the boat, ceasing 
to kick only when he was exhausted. 


Flinders and Bass spent sixteen days at Port Dalrymple, 
at the mouth of what was afterwards called the Tamar. 
Bass noted that the most barren spots were most gaily 
adorned with flowers. Elsewhere was 

a short nutritious herbage, better adapted, possibly, to 
the bite of small than of large cattle. The food for the 
latter grows in bottoms of valleys and upon the damp 
flats. A large proportion of the soil promised a fair 
return to the labours of the cultivator, and a lesser 
ensures an ample reward; but the greater part would, 
perhaps, be more advantageously employed if left for 
pasturage, than if thrown into cultivation; it would be 
poor as the one, but rich as the other. 

The black swans were remarkable in point of number. 

Mr. Bass once made a rough calculation of three 
hundred swimming within the space of a quarter of a 
mile square, and heard the “dying song” of some scores; 
but that song, so celebrated by the poets of former times, 
exactly resembled the creaking of a rusty alehouse sign 
on a windy day .... When in danger, they immerse 
their bodies so far that the water makes a passage 
between their neck and head; end in this position they 
would frequently turn aside a heavy load of shot. They 
seemed to be endowed with much sagacity; in chase 
they soon found the weakest point of their pursuers, 
and, instead of swimming directly from them,’as they 
did at first, always endeavoured in the most artful 
manner to gain the wind. 

Leaving Port Dalrymple, they were first driven back to 
Furneaux’s Islands, but on getting a favourable wind pro- 
ceeded westwards, named Table Cape and passed round the 
north-west corner of Tasmania. A graphic description of 
the bold southern coast is given. Ascending the Derwent 
in a boat, they were hailed by a native, and Bass devotes 
a paragraph to describing his features and appearance. 
They returned to Port Jackson on January 12, 1799. Collins 
adds that on delivering the account of the voyage to the 
Governor, “he named the principal discovery which was 
the event of it, Bass Straight, as a tribute to the dis- 
coverer”’. It is interesting to note that the Norfolk had 
been built at Norfolk Island “of the fir of that country”, 
that is, the Norfolk Island Pine. 
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Professor Ernest Scott, in “The Life of Matthew Flinders”, 
has given a full account of what is known of the later life 
of Bass. After the return of the Norfolk from the circum- 
navigation of Tasmania, Flinders and Bass never met 
again. The latter returned to England, and there married 
Elizabeth Waterhouse, sister of his old shipmate, Captain 
Henry Waterhouse of the Reliance. Early in 1801, Bass 
sailed again for Port Jackson in the Venus, of which he 
was managing owner. She was laden with nearly £11,000 
worth of general merchandise on behalf of a syndicate of 
his friends. On arrival the market was found glutted and 
there was no immediate sale for his goods. He entered 
into a contract with Governor King to bring pork from 
Tahiti at sixpence a pound. On February 3, 1803, Bass 
sailed for the west coast of America, armed with a certifi- 
cate from King that he had been thus employed since 
1801 and still continued using those “exertions’, and 
should he find it expedient to enter any harbour of His 
Catholic Majesty’s dominions, “this instrument is intended 
to declare my full belief that his sole object in going there 
will be to procure food, without any view to private com- 
merce, or any other view whatsoever”. Scott thinks it 
highly likely that Bass really did intend to dispose of his 
unsaleable goods in South America by contraband traffic, 
which was very lucrative. Later in the year the brig 
Harrington, engaged in similar activities, reported that the 
Venus had been captured by the Spaniards in Peru and 
that Bass and Scott, his mate, had been sent as prisoners 
to the silver mines. No further certain information ever 
transpired as to his ultimate fate. 

Bass was truly, as Governor Hunter said, “a young man 
of much ability in various ways out of the line of his 
profession”. It is a pity that we know nothing of his 
medical skill and experiences. Only when he is describing 
the wombat or recording his meetings with the native 
inhabitants of the mainland and Tasmania or making 
observations on natural history do we see indirect evidence 
of his medical training. Bass Strait is indeed a worthy 
memorial to him. 


Dr. John Harris Browne. 


Dr. John Harris Browne (1817-1904) well deserves a 
place under “Explorer Doctors”, though not himself a 
principal. He will be remembered as the devoted com- 
panion of Captain Charles Sturt when he made his famous 
expedition of 1844-1845 to the Barrier Ranges by way of 
the Murray and Darling and then northwards and east- 
wards, discovering Strzelecki Creek, Cooper Creek and the 
Great Stony Desert and penetrating far towards the centre 
of the continent. On this expedition Browne held the 
appointment of medical officer, and in addition was detached 
at times to carry out various subsidiary explorations. 


When we read Sturt’s account of the expedition, 
occasional items of medical interest appear. ‘Thus near 
Lake Bonney on the upper part of the Murray amongst 
a small tribe of scrub natives was a child of unusual 
fatness (“its flesh really hung about it’), suggesting 
pituitary dysfunction, the only example of which I know 
amongst our natives. Browne dressed the hand of Flood, 
one of the party, when he lost three fingers through the 
accidental discharge of his fusee while galloping after 
cattle and trying to load the weapon. The party had with 
them bullock drays and sheep, so that fresh meat was avail- 
able at the base camps, but when the officers made long 
trips in various directions they had to subsist on bacon 
and flour; as a result, Sturt, Poole (his second-in-command) 
and Browne all developed scurvy, and Poole died from it. 
Sturt mentions violent headaches, unusual pains in the 
joints, a coppery taste in the mouth, and spongy gums. 
In the case of Poole, the “skin along the muscles turned 
black and large pieces of spongy fiesh hung from the roof 
of his mouth, which was in such a state that he could not 
eat”. As Sturt had decided to husband his supplies by 
sending some of the party back to Adelaide, it seemed 
advisable to include Poole. So ill was he that a cot was 
prepared for him which was to be placed in one of the 
bullock drays. Two days after leaving on the return 
journey, Poole had risen to take some medicine when he 
said suddenly that he thought he was dying and expired 


without a struggle. The fairness of his countenance left 
no doubt in Sturt’s mind that he had died from internal 
hemorrhage. 

When, at the beginning of October, 1845, Sturt decided 
to make a further attempt to penetrate northwards, he 
wished to send Browne and all the party, except McDouall 
Stuart and two men, back to the Darling and Adelaide. 
Browne was suffering from scurvy and was too ill to accom- 
pany him on further exploration, and the way was still 
open for his retreat. With the lessened numbers, Sturt 
hoped to hold out against the drought. When he put his 
proposal to Browne, Sturt says: “My young friend was 
evidently unprepared for the proposition I had made.” 
Nothing in fact would induce Browne to leave his leader 
—his conscience would ever after reproach him if Sturt 
should perish in that horrid desert and he had left him 
to return to Adelaide. So Sturt, with Stuart and his two 
men, shook hands with Browne on October 9 at the depot 
camp at Fort Grey to penetrate northwards and explore 
Cooper’s Creek; on November 17 they rejoined the party 
left behind, who had had to retreat to the old depot. Sturt 
was suffering severely from scurvy and was so weak he 
nearly fell forward as he dismounted. On December 6 the 
party commenced their retreat to the Darling, 270 miles 
away. Here Browne proved of the utmost service to 
Sturt, as he went ahead to ascertain whether water was 
still available at the end of each stage before the main 
party left the previous water. Near Rocky Glen, about 
116 miles from the Darling, Browne had observed some 
natives eating a small acid berry, so he went into the hills 
where it grew and gathered a large tureen full. To eating 
these Sturt attributed his more speedy recovery from 
scurvy. Cawndilla and the Darling were safely reached 
a few days before Christmas. 


John Woodforde. 


John Woodforde (1806-1866) may be mentioned amongst 
the explorer doctors, not so much for any actual exploring 
that he did as for the curious way in which a copy of his 
diary came into the possession of the Archives Department 
in Adelaide. Woodforde was surgeon on the Rapid, which 
conveyed Colonel Light to South Australia to carry out a 
survey in order to choose the site of the capital. The 
ship arrived at Kangaroo Island on August 19, 1836. The 
diary is entitled “Abstract of a Voyage to South Australia 
in the Surveying Brig ‘Rapid’—Captain Light—written by 
Mr. John Woodforde M.R.S. and L.A.H., Surgeon of Sur- 
veying Party, August 19, 1836. Surveyor—Captain Light. 
Australia. Kangaroo Island. Copied from the Original 
Manuscript by Harriet Woodforde for her dear Brother’s 
Family at Adelaide. Dec. 9, 1867”. The exercise book 
into which the diary was copied was found in a dump of 
paper at Port Augusta set aside for, pulping during the 
World War of 1939-1945. It was rescued and passed into 
the hands of Mr. John Coats. A typed copy is in the 
Archives Department in Adelaide. It commences: “On 
Sunday the ist of May, 1836, we left the City Canal, 
Blackwall” and goes on to April 22, 1837. 

G. C. Morphett has recently published a synopsis of 
Woodforde’s diary. This deals with events after his arrival 
in Australia. Of medical interest is the statement that of 
eight natives of Encounter Bay, three were deeply pitted 
from smallpox and one had lost an eye from the same 
disease. “Two of them had congenital malformations—the 
most singular ... of the arm, there being in place of that 
useful member the shrivelled stump not more than 10 
inches in length with 3 small appendages—the rudiments 
of fingers—at the end of it.” This is of particular interest 
as records of congenital malformations in our natives are 
rare, and as two individuals possessed the defect it is 
highly probable that they were related and the condition 
therefore inherited and not accidentally acquired in utero. 


Conclusion. 


And now, to conclude the matter, we have reviewed 
briefly the activities‘of some very eminent and of some 
minor members of our profession whom chance or mis- 
chance or the love of adventure a century or more ago 
brought to these shores. They had their exits and their 
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entrances and each one in his time played many parts. 


To few, however, is it given to play such parts in the. 


history of Australia and in its exploration as fell to the 
lots of Redfern and Bland and Bass. 


References. 


Cleland, J. B. (1932), “Morbidity and Mortality in the Convict 
Settlement at Port Arthur, Tasmania, from 1830 to 1835”, THE 
MepDICAL JOURNAL OF AUSTRALIA, Volume II, page 347. 

(1938), “Australian Convict Doctors”, Proceedings of 
the Royal Society of Medicine, Volume XXXI, page 1439 

Collins, D. (1804), “An Account of the English Colony in 
New South Wales, Continued to the Year 1801’, Second Edition. 

Dunlop, N. J. (1924), “William Bland”, = MEDICAL JOURNAL 
OF ce Volume II, pages 471 and 522 
(1926), “Dr. William Bland”, Royal Australian His- 
i _— Journal and Proceedings, Volume XI, Part VI, 
page 


(1928), “William Redfern, The First Australian 
Medical Graduate and his Times”, THE MEDICAL JOURNAL OF 
AUSTRALIA, Volume I, page 294, and Royal Australian Historical 
Society, Journal and Proceedings, Volume XIV, Part II, page 57. 

Ellis, M. H. (1947), “Lachlan Macquarie. His Life, Adven- 
tures and Times’, Dymock’s Book Arcade, Sydney, page 339. 

Flinders, M. (1814), “A Voyage to Terra Australis’, London, 
Volume I, page 97 et sequentes. 

Melbourne, A. C. V. (1934), “William Charles Wentworth”, 
Biggs and Company, Brisbane. 

Morphett, G. C. (1950-1951), “A Synopsis of the Diary of 
Dr. John Woodforde”’, The Pioneers’ Association of South 
Australia, Series 1950-1951, Number 2 

Parker, C. (1937), ““‘Tasmania’’, Melbourne. 

Péron, M. F. (1809), “A Voyage of Discovery to the Southern 
Hemisphere, Performed by Order of the Emperor Napoleon 
during the Years 1801, 1802, 1803 and 1804”, tranatated from 
the French; London, printed for Richard Phillips. 

Scott, E. (1914), “The Life of Captain Matthew Flinders, 
R.N.”, Sydney. 

Sturt, C. (1849), “Narrative of an Expedition into Central 
Australia”, London. 

Verso, M. L. (1950), “A Medical Account of a Voyage on a 
Convict Vessel”, THE MEDICAL JOURNAL OF AUSTRALIA, Volume 
I, page 625 

Watson, F. (1914), editor, “Historical Records of Australia”, 
Series I, Volume II, page 132; (1916), ibidem, Series 1, Volume 
VIII, page 1. 

Wood, G. A. (1931), “Governor Macquarie”, Royal Australian 
Historical ica, Journal and Proceedings, Volume XVI, pages 

an 


ACUTE DIVERTICULITIS OF THE COLON WITH 
PERITONITIS. 


By E. S. R. Hugues and H. M. SHaw, 


Melbourne. 


In a ten-year period from 1942 to 1951, 25 patients with 


acute diverticulitis of the colon, complicated by spreading 
peritonitis, were treated at the Royal Melbourne Hospital; 


the clinical features of these cases and the results of their 
treatment are reviewed. 

There were 19 males and six females. The highest 
incidence was in the fifty to fifty-five years age group 
(Figure I). 

In most cases there was no past history of bowel dis- 
order. In two cases an alteration in the normal bowel 


habits had occurred over the previous twelve months. In 
two other cases abdominal discomfort and constipation had 
been observed in the week prior to the onset of the acute 
illness, whilst in two further cases the patient had com- 
plained of diarrhea and vomiting for some days before 
admission to hospital. 


Symptoms. 

Pain was sudden in onset in 15 cases and gradual in 
eight (two were not recorded). The pain was usually 
constant and in the lower part of the abdomen, but in 
eight it was colicky in nature and central in position. 


Nausea was a constant accompaniment, and most patients 
vomited. The bowels were constipated in a few cases, but 


in the majority diarrhea was present. There was no 


relevant preceding history. 


Signs. 


The temperature and pulse rates were elevated; in 15 
cases the temperature was above 100° F., and in 15 cases 
the pulse rate was over 100 per minute. The abdomen was 


Ficure I. 


tender and nearly always distended. The tenderness was 
maximal in the lower part of the abdomen and in the left 
iliac fossa. Pronounced rigidity was uncommon; voluntary 
rigidity was present. 


Ficure II. 


Treatment. 
Treatment was given by two methods: (i) laparotomy, 


colostomy and drainage (Figures II and III); (ii) lapar- 
otomy and drainage (Figures IV and V). 
AND DAAINAGE 
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Ficure Ill. 


Laparotomy, Colostomy and Drainage. 
In nine cases the abdomen was opened, thin pus was 


sucked out, a drainage tube was placed down to the 
pelvis and a transverse colostomy was performed. 
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Four of these patients were treated prior.to the penicillin 
era, with one death from bronchopneumonia on the second 
post-operative day. The average time spent in the Royal 
Melbourne Hospital by the three patients successfully 
treated was sixty days. 

Five such patients were treated after the introduction 
of penicillin therapy. There were no deaths. Four cases 
were complicated by post-operative paralytic ileus, in one 
there was a burst abdomen, and in another a femoral 
thrombosis occurred. Three patients were subsequently 
readmitted to hospital for removal of the sigmoid colon 
and closure of the colostomy. The average time spent in 
hospital by this group of patients was fifty-one days. 


Fieure IV. 


Laparotomy and Drainage. 


In 16 cases the abdomen was opened, thin pus was — 


evacuated, and a drainage tube was placed down to the 
site of the affected part of the colon. No colostomy or 


caecostomy was performed. 


Ficure V. 


Nine patients were treated in this way before antibiotic 
therapy became available. There were five deaths, all 
within ten days of operation, and all secondary to paralytic 


* ileus and bronchopneumonia. Four patients recovered, and, 


so far as is known, have required no further treatment. 
The average time spent in hospital by these four patients 
was twenty-six days. 

Seven patients treated by laparotomy and drainage 
without colostomy had the advantage of penicillin therapy. 
Apart from the first of these, who died on the second 
post-operative day from bronchopneumonia, the remaining 
six patients have recovered. In one case a’ femoral throm- 
bosis occurred, and in one a fecal fistula persisted for 
some weeks. The average time spent in hospital by patients 
in this group was twenty days. 


Discussion. 

In most of the cases in this series a perforation has 
been demonstrated at operation, but in some there was 
gross inflammatory cdema involving the colon, and no 
perforation was seen. In the early cases most fatalities 
were the sequel of paralytic ileus and bronchopneumonia. 


At about the time when penicillin therapy was intro- 
duced, considerable progress was made in methods of 
anesthesia and resuscitation. The one death in the 
laparotomy and drainage group since the routine adminis- 
tration of penicillin occurred in 1946, but the remaining 
six consecutive patients have recovered with a compara- 
tively short stay in hospital. 

So far as can be ascertained, no patient has had a 
recurrence of peritonitis, and no patient has developed 
other complications related to diverticulitis. It seems 
probable, therefore, that to subject the patient to any 
form of colectomy as a prophylactic measure may be 
unnecessary surgery. 

Transverse colostomy performed initially will not prevent 
leakage from the sigmoid colon during the time when this 
is most to be feared. Further, it appears thatthe affected 
bowel can recoyer fully without any defunctioning opera- 
tion. For these reasons it is believed that colostomy is 


unnecessary. 


Conclusion. 

Peritonitis caused by diverticulitis is an uncommon 
surgical emergency. Before the introduction of penicillin 
the best results followed laparotomy and drainage com- 
bined with colostomy. 

In recent years the combination of penicillin and other 
modern antibiotic agents, together with improved resuscita- 
tion and anesthesia, has rendered colostomy unnecessary, 
and incidentally has provided an economic advantage by 
shortening the stay in hospital. 

As far as can be ascertained, peritonitis due to diver- 
ticulitis is an isolated event, and in itself does not justify 
a prophylactic partial colectomy. 
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Reports of Cases, 


A CASE OF HYPERTENSIVE ENCEPHALOPATHY. 


By S. J. CANTor, D.P.M., 
Melbourne. 


THE following case notes are published without comment, 
other than that they illustrate the importance of history- 
taking and of a relatively complete physical, neurological 
and psychiatric examination. 


Clinical Record. 


Mrs. M.J.B., a patient suffering from slight hemiplegia, 
came under my notice in October, 1951. Her age was 
forty-five years. Mental changes were present. Investiga- 
tion of the family history showed that the patient’s 
maternal grandmother had suffered from high blood 
pressure; she had had two strokes, the second being fatal. 
The patient’s mother, who also suffered from high blood 
pressure, had had eight strokes. The patient’s elder sister 
also has high blood pressure, but has not had a stroke. 
It is stated that-the younger sister is normal so far as 
blood pressure is concerned. The strokes in the patient’s 
mother affected sometimes the right side of the body and 
at other times the left side. The first stroke occurred when 
she was fifty-four years old. The patient has only one 
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child, a daughter, who at the time of the patient’s coming 


under notice was married and approaching parturition. . 


This daughter has had high blood pressure; but the blood 
pressure at present is normal. She is presumably pro- 
tected by some hormone produced by the developing child. 
This daughter used to suffer from what the family called 
“blackouts”—a result, it is presumed, of the cerebral 
anemia resulting from arterial-:spasm. She has no albumin- 
uria. Her age is twenty-four years. Both the patient’s 
mother and her daughter have had what they term “blood 
pressure lumps” at times on the skin. The patient herself 
has never had these lumps. 

When the patient was twenty-one years old she had 
an attack of what was diagnosed at the time as Saint 
Vitus’s dance. She used to drop things which she held in 
her right hand, and also the right side of her mouth used 
to twitch backwards. However, there is no history of 
rheumatic fever, there is no valvular disease of the heart, 
and the subsequent history is such as to suggest that at 
the time the patient was suffering from the effect of spasm 
of the cerebral arteries, with effects similar to some of 
those to be noted at the present time. She has no chorei- 
form or athetotic movements. More recently she had been 
treated at the Queen Victoria Hospital for high blood 
pressure. Later she attended the Royal Melbourne Hospital 
for five months. There she was considered to be suffering 
from hypertension with pronounced cerebral deterioration, 
resulting in spasms of uncontrolled purposeless weeping. 
Cerebral tumour was excluded. The organic deterioration 
was considered arteriopathic in origin, and as her behaviour 
was becoming increasingly intolerable, she was certified 
insane in April, 1950, and admitted to a mental institution. 
At the time she was described as being emotionally labile; 
her behaviour alse had been abnormal. The duration of the 
mental disorder was stated to have been twelve months. 
She was labelled not quite correctly as suffering from 
arteriopathic dementia. 

After her admission to hospital it is recorded that she 
was reasonably well and active. The Wassermann test 
produced a negative result. The urine was normal. The 
systolic blood pressure was 185 millimetres of mercury 
and the diastolic pressure 115 millimetres. The vessels 
were not sclerosed. The heart sounds were clear and 
regular; no bruit was noted. The pupils reacted to light. 
All reflexes were equal and active. The plantar reflexes 
were flexor in type. She was emotionally depressed. 
Mentally she was described as clear, and she was able to 
give a fair account of herself. Her memory was fairly 
accurate. There was some reduction of mental capacity. 
She was cooperative. 

In June, 1950, she became confused, rambling in con- 
versation and emotionally upset. Later in the same month 
she was transferred to the mental hospital at Sunbury. 
The following outstanding features were noted: dysarthria, 
emotional lability, weeping without cause suggesting 
thalamic disturbance, and arterial hypertension. Treat- 
ment with thyreoid tablets had no useful result. She was 
able to do light work. 

On October 23, 1951, she had a cerebral vascular episode 
or stroke. It is stated that she had had a similar attack 
on a previous occasion. The dysarthria or difficulty in 
speaking became more pronounced. She did not lose 
consciousness. She was able to walk with difficulty. She 
was unable to carry on a conversation, but she could 
signify that she understood simple questions. She had 
some headache. She was examined in detail, with the 
following results. 

The patient was well nourished. No purpura was noted 
on the skin. The heart sounds were clear; the aortic 
second sound was rather bell-like and accentuated. The 
radial arteries: were small and contracted in calibre, but 
the walls were healthy. The systolic blood pressure was 
175 millimetres of mercury. There was no albumin in the 
urine. The cerebro-spinal fluid was not examined. Both 
knee jerks were equal but exaggerated. The left plantar 
reflex was flexor in type. The right plantar reflex was of 
the Babinski type. Both biceps tendon reflexes were exag- 


1The child has since been born. 


gerated. Sensation was present in both upper and lower 
extremities. Position sense was normal. The right upper 
limb was colder than the left, the latter appearing normal 
in temperature. She was unable to lift the right arm or 
leg as well as the left, and the strength of the muscles was 
much less on the right side than on the left when move- 
ment was made against resistance. The right grip was 
weak, the left was normal. When asked to write her name, 
using the right hand, she was unable to do so; she could 
not hold the pencil properly. She was able to write fairly 
well with the left hand. Normally she was right-handed. 
She was able to pronounce her name, but only with so 
much difficulty as to be unintelligible. However, she was 
able to name the letters A and B, and to recognize and 
name a key and similar objects. Finger movements were 
less readily made on the right side than on the left side. 
Examination of the retine with the ophthalmoscope 
revealed flat, pale optic disks. The retinal arteries were 
thin, but otherwise normal; the veins were rather wider 
than normal. No retinal hemorrhage was noted. Such 
indications of mental abnormality as were present appeared 
to have been determined by the circulatory inefficiency. 
Her behaviour was quiet. The degree of dementia was not 
gross. The strength of her grip, as measured with a 
dynamometer, was 28 pounds on the right side and 50 on’ 
the left side. 

On November 12 the systolic blood pressure was 190 
millimetres of mercury. On the following day she was 
examined in consultation by Dr. Leonard Cox, honorary 
neurologist to the Aifred Hospital. Emotionally she was 
somewhat labile. Her comprehension was good; for 
example, she was able to obey simple instructions readily 
and correctly. She was able to name parts of the body, 
such as the thumb and fingers. Sometimes she answered 
verbally, sometimes by sign language. Position sense was 
normal. Babinski’s sign was present on both sides. She 
was able to recognize coins by the sense of touch. The 
strength of her grip was 60 pounds on both sides. The 
systolic blood pressure was 200 millimetres of mercury 
and the diastolic pressure was 130 millimetres. She was 
able to walk, assistance being given only for safety. There 
was no lack of control over bowel and bladder functions. 
The retinal arteries were seen to be contracted; they were 
not tortuous. The retinal veins were full. There were 
no hemorrhages. An X-ray photograph of the head revealed 
no abnormality. 

The blood pressure of the patient’s sister is stated to be 
160 millimetres of mercury and higher. The attack of 
Saint Vitus’s dance, which affected the patient at the age 
of twenty-one years, is stated to have lasted for a few 
months only. The patient’s other sister has a normal 
blood pressure. 

No special treatment has been advised. 


Discussion. 

A long-standing condition of vascular spasm has existed, 
affecting among other vessels the arteries supplying the 
brain. The pyramidal tract in the anterior portion of the 
internal capsule has been particularly affected on the left 
side, as a result of which right-sided hemiparesis without 
coma has occurred. The prognosis is relatively favourable 
as regards life, especially as the patient is well-nourished 
and can be described in fact as slightly obese. The improve- 
ment in the condition of her daughter during pregnancy 
should stimulate the search for a hormone which may 
ameliorate hypertension and which it is thought may be 
secreted by the adrenal gland. 


Summary. 

A case of hypertensive encephalopathy has been described. 
A pronounced hereditary factor has.been noted. Evidence 
has been adduced which appears to indicate that there is 
a factor or hormone which, if isolated, would be valuable 
in the treatment of essential arterial hypertension. 
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Reviews. 


SCOLIOSIS. 


THE name of Samuel Kleinberg has been well known in 
orthopedic circles far beyond the United States for many 
years. His interests and writings are many and he can 
speak on most orthopedic subjects with the authority of a 
vast experience. His recent monograph on scoliosis, under- 
taken as a revision of his book published nearly twenty 
years ago, is well worthy of study by all those who have 
to do with the physical fitness of children and adolescents.* 
General practitioners and school medical officers as well as 
orthopedic surgeons will find in it much of interest. No 
small part of an orthopedic surgeon’s duty is preventive 
medicine, and it is pleasing to note that Dr. Kleinberg 
describes in some detail the design of a desk and chair suit- 
able for school children. He enunciates an eleven-point 
programme as one likely to yield gratifying results and states 
that it is only in a small group, perhaps 2% to 5% of the 
total number of cases, that treatment fails to stay the steady 
increase of this deformity. 

One half of the book is devoted to anatomy, pathology and 
ztiology, and in this section there is much repetition both 
in the text and in the illustrations. Many of the reproduc- 
tions of skiagrams are of poor standard and could be 
omitted. 

The section on treatment is good, with emphasis on the 
efficacy of conservative methods, but the author agrees with 
other authorities that in 10% to 20% of cases operative 
treatment will be required to achieve stability. 

A comprehensive list of 102 references closes the book. 


PROGRESS IN NEUROLOGY AND PSYCHIATRY. 


VoLUME VI of “Progress in Neurology and Psychiatry’? 
(1951), edited by E. A. Spiegel, reviews, in its usual thorough 
fashion, the literature of the past twelve months originating 
from the fields of neurophysiology, neuroanatomy, neuro- 
pathology, general neurology, neurosurgery and psychiatry. 
As pointed out in the preface, one-third of the space is 
allotted to clinical neurology and one-third to clinical 
psychiatry, a fifth to a sixth is devoted to the basic sciences, 
and the rest to neurosurgery, a proper balance thereby being 
provided. The space given to the basic sciences is justified, 
as their importance “in clinical medicine is more and more 
coming to be recognized and a healthy trend can be noted 
among progressive psychiatrists trying to liberate this 
discipline from its isolation and to integrate it into the whole 
field of medicine”. 

Despite the large number of contributors, the editorial 
policy has been so successful that a uniform standard has 
been maintained. It is pleasing to note that European work 
is coming more into the picture than in the previous volumes 
of this American work. 

This annual volume has probably not reached the status 
of the “always up-to-date encyclopedia of neurology and 
psychiatry” which the editor claims it to be; the basic review 
of the subject in 1946 (Volume I) was too skimpy for this 
claim to be supported. Such an extreme sentence as the 
following, culled from the chapter on rehabilitation, indicates 
that the method used in the text is one of reporting rather 
than of critical evaluation: “The problems and details 
of rehabilitation of the hemiplegic 2, 14, 19, 20, 26, 29, 48, 80, 
87, 92, 93, 102, 103, and aphasic 5, 30, the paraplegic 45, 46, 
59, 61, 62, 63, 96, and the quadriplegic 95, have been exhaus- 
tively reviewed.” It is, therefore, not a book for the casual 
reader, nor for. the general practitioner, but acts mainly as 
a source-book for the advanced worker. In all, 3126 refer- 
ences are fully listed. For this reason, the book must find 
a useful place in any medical library. 

A concentrated, annual 550- to 600-page review, such as 
one finds in this volume, taxes the available time of workers 
in these specialties. One wonders whether a biennial or 
triennial work would not be more appropriate, as giving the 
authors more time for assimilation of current papers, for 
their assessment, and for the production of balanced reviews. 
The reader, too, would be more likely to absorb a less frequent 
offering. 

2 “Scoliosis : Pathology, Etiology, and Treatment”, by Samuel 


Kleinberg, M.D. ; The Williams and Wilkins 
Company. Sydney s and Robertson, ag _ 93” x 63”, 


pp. 302, with 163 Price: £4 0s 

2 “Progress in Neurology and Psychiatry: An Annual Review”, 
edited by E. A. Spiegel, M.D.; Volume VI; 1951. New York: 
Grune and Stratton. 94” * 63”, pp. 576. Price: $10.00. 


Motes on Books, Current Journals and 
Mew Appliances. 


“FAMILY DOCTOR.” 


TuE attractive coloured cover of the February, 1952, issue 
of “Family Doctor’, the British Medical Association’s new 
popular magazine, catches the eye with its picture of a 
small girl in Red Cross nurse’s apron and cap bandaging 
her pet dog’s paw. Its contents will appeal to many tastes. 
Sir Cecil Wakeley writes about the Royal College of 
Surgeons of England, Sir Cyril Burt tells the story of a 
juvenile delinquent, and Paul Jennings of The Observer 
makes us chuckle at Harley Street. Other features are a 
study of Niall MacGinnis, doctor and film actor, a timely 
discussion of the hazards of boxing, and the first of a series 
of articles on infectious diseases. In the “Home Section” 
is an informative and balanced account of the common cold, 
and we are also told how to be a good pastrycook. The 
regular feature “Old Wives’ Tales” this month instructs 
and amuses on the subject of alcoholic fumes. Four baby 
features, some general articles, and the “Family Doctor’s 
Postbag” make up a generous complement of sound and 
readable material. This is a first rate monthly magazine 
that every doctor should subscribe to and recommend to 
his patients. It will be much sought after in his waiting 
room—after he and his family have finished with it. Gordon 
and Gotch (Australasia), Limited, are the agents for Aus- 
tralia and New Zealand. 


Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


“Treatment by Manipulation’, by H. Jackson Burrows, M.D., 
F.R.C.S., F.R.A.C.S., and W. D. Coltart, M.B., F.R.C.S.; Second 
Edition; 1951. London: Eyre and Spottiswoode. 84” x 6”; pp. 
80, with 29 illustrations. Price: 12s. 6d. 


The first edition appeared in 1939. 


“A Synopsis of Ophthalmology”, by J. L. C. Martin-Doyle, 
M.R.C.S. (England), L.R.C.P. (London), D.O. (Oxon.); 1951. 
Bristol: John Wright and Sons, Limited. 73” x 5%”, pp. 246. 
Price: 20s. 

The author's “optimistic aim” is to give “a comprehensive 
view of the whole of ophthalmology in one small volume”. 
The book is intended for (a) the senior medical student, (b) 
the busy general practitioner, and (c) the ophthalmic house 
surgeon working for a higher diploma. 


Histology”, by Robertson F. Ogilvie, M.D., 
D.Se., F.R.C.P. ~ F. .E., with a foreword by A. Murray 
Drennan, M.D., FR.C.P.Ed, F.R.S.E.; Fourth Edition; 1951. 
Edinburgh: E. ’and S. Livingstone, Limited. 84” x 6”, pp. 518, 
with 295 illustrations in colour. Price: 40s. 


The third edition was published in 1947. 


“Fellowship Examination Papers for the Diplomas of the 
Royal College of Surgeons, Edinburgh, 1947-1951" ; 1951. Edin- 
burgh: E. and S. Livingstone, Limited. 73” x &”, pp. 590. 
Price: 5s. 6d. 

The papers include those for (a) the single licence exam- 
ination, (b) the primary fellowship examination, (c) the 
fellowship examination and (d) the examinations in optional 


subjects. 


“Hormones: A Survey of Their Properties and Uses”, pub- 
lished by direction of the Council of the Pharmaceutical Society 
of Great Britain; 1951. London: The Pharmaceutical Press. 
9” x 6”, pp. 232, with 34 illustrations. Price: 35s. 

The aim is “to provide pharmacists, medical practitioners 
and students with an account of those hormones and 
endocrine glands which have well-defined pharmacological 
effects and therapeutic applications, together with informa- 
tion on closely related substances. .. .” 
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SATURDAY, FEBRUARY 28, 1952. 


All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information s 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 


Authors who are not accustomed to preparing drawings 


or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


AN INTERNATIONAL REPORT ON NUTRITION. 


THE subjects of food production and nutrition have been 
discussed in this journal during the past few years from 
two points of view—that of Australia alone and that of 
the whole world. That the latest report dealing with 
nutrition of the world may be appreciated in its proper 
setting it is necessary to mention some of our previous 
references to the subject. In 1938, the Commonwealth 
Advisory Council on Nutrition, appointed by the Common- 
wealth Government, issued its final report. (See THE 
MEDICAL JOURNAL OF AUSTRALIA, October 8, 1938, page 614.) 
One of the conclusions of the Council was that it might 
reasonably be assumed that the Australian people were, on 
the whole, well fed, but that a minority was not obtaining, 
and might not be in a position to obtain, enough food. 
This report was mentioned again in the issue of January 
5, 1946, when reference was made to an investigation 
carried out by the staff of the Institute of Anatomy, 
Canberra, under the direction of the Nutrition Committee 
of the National Health-and Medical Research Council. It 
was observed that in this investigation, though there 
was no lack of sufficient food, the levels reached were not 
uniformly satisfactory, and that much improvement could 
be achieved in the quality of food intake in some sections 
of the community. In our somewhat detailed discussion ef 
this investigation, it was pointed out that no special 
recommendation had been made about the question of 
transport for the distribution of foodstuffs. The opinion 
was expressed that lack of transport was one of the main 
reasons why persons in widely scattered areas did not 
receive necessary food, and that milk, fruit and vegetables 
were the foodstuffs chiefly affected. In the issue of June 29, 
1946, world food shortage was discussed. Here reference 
was made to our previous discussions on the world prob- 
lem—first of all on December 4, 1943, in the light of a book 
by Geoffrey H. Bourne, entitled “Starvation in Europe”, 
then in the issue of December 18, 1943, on the United 
Nations Conference on Food and Agriculture, which had 


been held in May and June of that year. We remarked 
that since 1943, the food position had deteriorated and 


' that the world was faced with a food problem of the 


greatest magnitude. Reference was made to a statement 
in The Times that there had been much careless talk, even 
in high circles, about “the ninety days crisis”, and that 
many people, particularly in America, believed that once 
the world had passed through the ninety-day period, 
increasing supplies would be available and famine vanish 
from the earth. The Times had stated that “it would 
be difficult to find a statement further from the truth’— 
the shortage of food throughout the world was certain to 
remain critical for four or five years. That five-year period 
has now ended, and this is one reason why attention should 
be paid to a report from the Expert Committee on Nutrition 
of the Food and Agriculture Organization of the United 
Nations and the World Health Organization. This report 
is issued as No. 44 of the Technical Report Series of the 
latter body. It should be observed that the Food and 
Agriculture Organization (FAO) places emphasis on 
nutrition in relation to the production, distribution and 
consumption of food; the World Health Organization 
,(WHO) deals more particularly with nutrition in relation 
to the maintenance of health and the prevention of disease. 
The points of view of these two organizations are clearly 
complementary one to the other. 


First of all, a brief statement is given on the activities 
of FAO and WHO during 1949 and 1950, and of those 
planned for 1951 and 1952. During 1949 and 1950 FAO 
carried out activities designed to assist governments in 
establishing and carrying out satisfactory food policies and 
programmes, to provide tools and technique for the 
purpose, and to develop awareness of the importance of 
nutritional problems. This meant that practical aid had 
to be given to individual governments. Among the sub- 
jects in which-activity was displayed was school feeding. 
Efforts were made to increase interest in supplementary 
feeding and to provide technical guidance to governments 
initiating and developing school feeding programmes. A 
nutrition officer visited Europe to collect information on 
this subject, and direct assistance was given to Greece, 
the Philippines and Central America. Help was given to 
the Caribbean Commission in the training of workers by 
the creation of fellowships. Help was also given to the 
Government of Thailand in the developnient of nutritional 
education projects in that country. A handbook dealing 
especially with techniques appropriate for under-developed 
areas was published in English, French and Spanish at 
the end of 1949. Two conferences were held on nutrition 
problems in Latin America, and these were attended by 
many nations. The regional activities of FAO are set out 
at some length. They are described under the headings 
of Europe, Asia and the Far East, the Near East and 
Africa, and Latin America. Among the activities of WHO 
for 1949 and 1950 was the giving of assistance in regard 
to endemic goitre—help was given in the carrying out of 
surveys to determine the incidence of endemic goitre, and 
efforts were made to stimulate research to develop means. 
of iodizing crude salt. A study was carried out on 
kwashiorkor, which is described as the most widespread 
nutritional disorder in tropical and subtropical areas. This 
is of such interest that a detailed reference to it must be 
left for a future occasion. Assistance has been given in 
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the development and extension of nutritional services in 
Egypt, Yugoglavia and India. The work which has been 
foreshadowed for 1952 for FAO and WHO need not be set 
out in detail in this place. The Joint Committee, however, 
in commenting on the WHO programme, recommended in 
order of priority for the initiation of additional projects, 
should resources become available: (a) the development, 
in close collaboration with FAO, of vegetable protein diet 
of high biological value for the attainment of permanent 
nutritional improvement ‘in under-developed areas, 
especially in relation to diets for infants and children; 
(b) the study of the relationship of parasitic infections 
to the nutritional state; (c) a survey of the problem of 
nutritional disorders of the eye in Africa and Asia. 


One of the most important sections of the report deals 
with applied nutrition in programmes for the promotion 
of economic and social progress. It is pointed out that in 
many parts of the world various methods are being used 
for the promotion of economic and social progress in urban 
and rural areas. These may be what are known as 
“demonstration areas’, “community welfare centres”, 
“development units”, or “programmes for mass education”. 
We read that poverty and ignorance are regarded as the 
two main causes of widespread malnutrition in under- 
developed countries. An unfortunate state of affairs is 
declared to exist. Measures designed to eliminate poverty 
require an effort on the part of the people which, because 
of their poor state of health resulting from malnutrition 
and associated diseases, they may not be able to make. 
Moreover, in some places, the time available to the people 
and the efforts of which they are capable will already be 
expended in the production, procurement and preparation 
of food. Work on new activities must therefore interfere 
with the securing of further food supplies. In some parts 
of the world in which women play a key role in food 
management, special consideration has to be given to the 
impact on food economy of changes in occupation resulting 
in economic development. There is no doubt that the 
sustained health and well-being of the community will 
continue to be dependent on the care given to mothers, 
infants and children. This is why, in 1946, we described as 
deplorable the finding that nursing and expectant mothers 
in Australia were at a serious disadvantage, statements 
having been made that failures to meet their nutritional 
needs were widespread. It is clear that increase in the 
size of a population may for a time at least follow the 
eradication of diseases, including malnutrition, and that 
therefore the amount of food required for a community 
will increase in the course of so-called economic progress. 
We read also that not infrequently “progress’’ in the past 
has been accompanied by deterioration in health, partly 
owing to replacement in the dietary of traditional 
nutritious foods by “sophisticated foods of inferior value” 
(a happy phrase). It is stated that if instruments and 
measures designed to produce economic development, to 
promote social welfare and to extend education are to be 
successful, they must include provision for the securing 
and maintenance of an adequate food supply and a good 
state of nutrition. We are told that in various parts of the 
world demonstration-area techniques have been success- 
fully employed in the improvement of health and nutrition. 
The Joint Committee therefore recommends that FAO and 
WHO shall give special consideration-to the establishment 


of pilot demonstration schemes for community welfare and 
development, in which special emphasis shall be placed on 
the solution of the nutrition problems of under-developed 
countries. FAO and WHO are also recommended to take 
steps to ensure improvement in nutrition in projects being 
planned or in operation in the countries of member 
governments to secure economic and social progress. 


Among the other subjects discussed in this report are 
the prevention and treatment of severe malnutrition of 
civil populations during war periods, nutrition as a sub- 
ject in medical curricula, and the training in nutrition in 
under-developed areas. The only remark which we would 
make in regard to these questions is that their inclusion 
may make the casual reader suppose that the report is not 
to be regarded as of unusual urgency. But it is a document 
of outstanding and urgent importance. If it does nothing 
else, it bears witness to the truth of the prediction made 
by The Times, of London, to which we have referred, that 
shortage of food throughout the world was certain to 
remain critica] for four or five years. Every possible means 
should be used to make people realize that the position is 
critical. This was emphasized in these pages in the issue 
of September 27, 1947, when emphasis was laid on the 
exploitation of the tropics for the purpose of food produc- 
tion. It was shown on that occasion that Australia is in 
a most fortunate position in its tropical areas on account 
of the sparse distribution of tropical diseases and the 
absence of a large native population which would act as a 
reservoir of endemic infections and contagions. This whole 
subject calls for a display of statesmanship of the highest 
quality. Australians see around them every day the diffi- 
culties associated with food production in this country 
because of weather conditions, droughts, and bush fires and 
so on. They would surely respond to a statesman-like 
lead in tropical cultivation. The subject is adm*ttedly 
bristling with difficulties, not the least of which is the 
manner in which the production of food in tropical areas 
may be made attractive. And when all that has been said 
and done, we shall still be left with the distribution of 
food that is produced, for transport is one of the main 
difficulties facing the world today, and Australia probably 
more than any country on account of her isolated 
geographical position. 


Current Comment. 


COBALAMIN OR VITAMIN 


THE problem of pernicious anemia is not yet solved, but 
knowledge is growing. It is therefore interesting to take 
stock now and then to see if there are detailed advances 
from which some safe and sound generalizations may be 
made. About two years ago when a symposium on 
hematology was compiled in honour of George R. Minot, 
one of the sections reviewed the last twenty years of 
treatment by liyer extract. Probably it is safe to guess 
that most physicians during that period believed that 
certain so-called “crude” liver extracts had the virtue of 
containing fractions of hematopoietic value even if these 
had not been clearly distinguished and isolated. How- 
ever, W. P. Murphy stated in reviewing the subject that 
“there is no valid argument for the use of so-called ‘crude’ 
extracts in the treatment of pernicious anemia”. “Of 
recent times the truth of that generalization becomes more 


sa OM DM HH 


| = 
| 
| 4 
i 
{ 
il 
| 
| 
r 
| 8 
| a 
n 
h 
ir 
Ww 
a 
ir 
fc 
of 
al 
ar 
co 
to 
di 
de 
of 


FEBRUARY 23, 1952 


THE MEDICAL JOURNAL OF AUSTRALIA 265 


firmly established. F. H. Bethell, Marian E. Swendseid, 


S. Miller and A. A. Gintron-Rivera have traversed the | 


whole subject in a general way, so as to present modern 
views, and have collected several case histories illustrating 
some of the points which still need elucidation.1 Though 
the name “cobalamin” adds yet another word to the 
physician’s lexicon, it supplies a general term for the 
group of substances of the B, structure, and gives a 
reminder that the molecule contains an atom of cobalt. 
Though the molecular structure of these substances is not 
well understood, the cobalt is common to all, and although 
there are distinct chemical differences between the several 
members of the B,, group, they are equally active. The 
authors point out that other workers have found that even 
the actual hematopoietic potency of preparations used in 
the treatment of blood diseases is not exactly paralleled 
by the clinical response so called, for this is a compound 
entity made up of many factors. Of course, we have also 
the experimental method, which is valuable, though not 
always easy to apply in bedside practice. It would appear 
that cobalamin is identical with the original extrinsic or 
dietary factor postulated by Castle, though the dietary 
requirement as such is probably not of significant degree. 
Therefore the formal requirement is not directly measur- 
able, though substitution therapy tells us that a patient 
with pernicious anemia can be kept well by the daily 
injection of the equivalent of one microgramme of 
cobalamin, even if there are no other exogenous sources 
of this vitamin. Bethell and his associates quote details 
of a patient who illustrates how the lack of cobalamin in 
the diet may cause a nutritional macrocytic anemia, 
though this is not invariable, for macrocytic anemia may 
be more readily produced by the faulty absorption of both 
cobalamin and folic acid. Of this latter condition they 
also provide an illustration in a case history. In pernicious 
anemia the defect appears to be the lack of Castle’s 
intrinsic factor, which enables efficient absorption and use 
of cobalamin from the alimentary tract to occur. Cobalamin 
also supplies the stimulus for maturation of developing 
erythrocytes, which was at first thought to be due to a 
distinct factor. Here experimental work helps the compre- 
hension of the subject. 


G. E. Cartwright, Betty Tatting, Jean Robinson, N. M. 
Fellows, F. D. Gunn and M. M. Wintrobe have published 
some work on the effect of vitamin B,, deficiency in young 
animals.? They used pigs in their investigations, in two 
groups, one animals a few days old, the other those 
three or four weeks old. Seventy animals were observed, 
and 43 of these lived long enough for proper evaluation 
of the results. A special diet was used, from which casein 
was excluded; to this diet methionine, iodinated casein 
and thyroid substance were added in some instances, and 
other pigs were subjected to gastrectomy. It is interesting 
that in 25 pigs submitted to autopsy severe liver damage 
was found in 24; the exception was an animal which 
received vitamin B,, throughout. It was found that omis- 
sion of vitamin B,, from the diet did not always produce 
anemia. Of 39 animals so treated 13 showed no anemia, 
and only in ten did a severe anemia appear; this was 
normocytic in type. Further details do not concern us 
here, but the main point was that a vitamin B,, deficiency 
in these young animals was not necessarily associated 
with a megaloblastic type of anemia. This may, so the 
authors suggest, have been due to the deficiency being of 
insufficiently high grade, or to the protective power of 
folic acid in the diet. 


Returning to the clinical studies of Bethell and his 
colleagues, we find that they conclude that the efficacy 
of liver extracts depends upon their content of cobalamin 
and that this may act as a substitute for liver extracts if 
administered parenterally. On the other hand, lack of 
cobalamin alone may not cause macrocytic anemia. Alliéd 
to this fact is the clinical finding that anomalies of 
digestive function and absorption may cause multiple 
deficiencies, which may be relieved only by administration 
of both folic acid and cobalamin. Thus it can be seen 


1Annals of Internal Medicine, September, 1951. 
2 Blood, October, 1951. 


that cobalamin to be effective by mouth calls for an 
exogenous source of cobalamin, but the explanation of 
this is obscure. It does not appear to be due to an 
influence helping to prevent destruction of the vitamin in 
the alimentary tract, nor to the prevention of the absorp- 
tion of the vitamin by bacteria. Cartwright and his co- 
workers found that the giving of aureomycin produced no 
effect favouring this hypothesis. However, Bethell and 
his team concluded that there seemed to be some relation 
between the intrinsic factor contained in gastric and duo- 
denal preparations and its ability to combine with cobal- 
amin, thus preventing this substance from being diverted 
to bacteria which need it for full growth. The treatment 
of pernicious anemia is becoming more exact, and, though 
there are still uncertainties, we must still pay tribute to 
the remarkable acumen of Castle in his original work. 


AMINO-ACID METABOLISM IN CYSTINURIA. 


Since Garrod included cystinuria among the inborn 
errors of metabolism it has been accepted that it is an 
hereditary defect, present from birth or earlier, due to 
the absence of a single enzyme which was essential for 
the first stage in the further metabolism of cystine in the 
body. As a result of this defect a “metabolic block” 
occurred, and the cystine, which would normally be broken 
down to simpler constituents, accumulated in the body 
and was, in consequence, excreted, largely unchanged, into 
the urine. Many have shown that the chemical simplicity 
that should follow from the occurrence of such a metabolic 
block does not in fact obtain in cystinuria. For example, 
cystine given by mouth is not quantitatively excreted in 
the urine. It has been stated that the available data are 
in accord with the view that in cystinuric patients the 
metabolism of amino acids may be deranged in several 
respects, and not only in regard to cystine. C. E. Dent 
and G. A. Rose have made a detailed study of fifteen cases 
of cystinuria, and their findings suggest that there is no 
defect in the metabolic breakdown of cystine in their 
patients, but rather a low renal threshold for cystine and 
certain other amino acids.’ 


The urine of the patients was in all cases analysed for 
amino acids by paper chromatography, a method in which 
a drop of urine is placed on special filter paper under 
special conditions, and any amino acids present travel 
different distances along the paper according to the 
particular amino acid and form spots which can be 
recognized by suitable reagents. The method can be made 
approximately quantitative for each amino acid. Plasma 
from some of the patients was also examined in the same 
way. All the patients showed a constant excretion in the 
urine of large quantities of cystine and lysine and nearly 
always of arginine. The plasma of the seven patients 
studied was comparatively normal in amino-acid distribu- 
tion; the cystine level was certainly not raised. 


The authors believe that their results demonstrate that 
there is no error of amino-acid metabolism in the tissues, 
apart from the renal tubules, and that the immediate 
cause of the grossly excessive excretion of cystine, lysine 
and arginine in the urine is a low renal threshold, 
presumably due to a defective capacity of the renal tubules 
to reabsorb these substances. These three amino acids 
may be handled in the same way by the tubules owing to 
their possession of a general structural resemblance to 
each other. There does not appear, in our present state 
of knowledge, to be any metabolic relation between them. 
If this is a correct interpretation of cystinuria it puts the 
condition in the same class as renal glycosuria. Other 
conditions (Fanconi syndrome, cystinosis, Wilson’s 
disease) in which there is a large urinary excretion of 
cystine have no relation to cystinuria as generally recog- 
nized. 


1The Quarterly Journal of Medicine, July, 1951. 
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Abstracts from Wedical 
Literature. 


PHYSIOLOGY. 


Arterial and Venous Pressures in the 
Umbilical Cord. 


S. R. M. Reynoitps (The American 
Journal of Physiology, July, 1951) re- 
ports that pressures were recorded in 
the umbilical arteries of seven foetuses 
at the foetal end, at the uterine end 
and in the umbilical vein in five ewes 
between the one hundredth and the one 
hundred and fourteenth days of gesta- 
tion (duration, one hundred and fifty- 
nine days). Records were made simul- 
taneously from two of the three points. 
Three ewes were atropinized. Fetal 
survival was better in the absence of 
atropine. In atropinized ewes, the 
fetal heart rate changed within a single 
cardiac cycle from tachycardia to 
bradycardia. In non-atropinized 
foetuses, the heart rate was usually 
210 beats per minute. Maternal 
asphyxia and complete occlusion of 
blood flow in the cord caused changes 
in fetal heart rate, usually following 
pronounced changes in venous return. 
In general, arterial blood pressure was 
lower in atropinized fceetuses than in 
non-atropinized foetuses. The gradient 
of pressure in the umbilical artery was 
5°8 to 10°0 centimetres of water for 
systolic pressures and 2°5 to 6:2 centi- 
metres of water for diastolic pressures. 
The mean fall in pressure per centi- 
metre of artery was 0°5 to 1:0 centi- 
metre of water. Diastolic pressure in 
the uterine end of the cord was 42:0 to 
43°5 centimetres of water. Modifications 
in arterial blood pressure were induced 
by maternal asphyxia, selective arterial 
occlusion, and occlusion of the whole 
cord in its mid-part with varying 
degrees of occlusion. Umbilical venous 
pressures varied between 4:0 and 30:0 
centimetres of water pressure at rest 
with a pulse pressure of 1:0 centimetre 
of water pressure. This was syn- 
chronous with pulsations in arterial 
pressure. The arterial venous pressure 
drop across the placenta was 45 to 50 
centimetres of water pressure in two 
preparations and 14 to 23 centimetres 
in another.’ The essential character of 
venous return in the cord is that of a 
pistonless pump. 


Circulatory System Adjustments after 
Transfusion or Hzemorrhage. 


A. C. Guyton, H. M. Batson Aanp C. M. 
SmituH (The American Journal of 
Physiology, February, 1951) state that 
in a recent study of massive trans- 
fusions and hemorrhages, it was found 
that the change in blood pressure fol- 
lowing these procedures was mainly a 
function of the quantity of blood given 
to or removed from the animal, but 
the pressure was not greatly influenced 
by the rate of transfusion or hemor- 
rhage as long as this rate remained 
less than one-tenth of the blood volume 
per minute. It was further noted that 
at the end of the transfusions, which 
required an average of forty minutes 
to perform, more than half of the fluid 
content of the transfused blood had 
already been lost from the circulation. 
From further work they report that 
after rapid massive transfusion .into 
normal dogs, the arterial and venous 
blood pressures first rise and then 


within a few minutes fall along an 
exponential curve back to the control 
levels. Simultaneously with readjust- 
ment of the pressures, large quantities 
of fluid leave the circulatory system 
(65% in the first two minutes following 
transfusion in eight experiments). It 
is concluded that the readjustment of 
pressures following the initial rise 
after transfusion is not due to nervous 
influences, because after pressoreceptor 
denervation or after total spinal anzs- 
thesia the pressures became readjusted 
back to the control levels in precisely 
the same time and in the same manner 
as in the normal animals. The control 
level of blood pressure, which was also 
the level to which the blood pressure 
became readjusted after transfusion, 
was not greatly affected by the trans- 
fusions, but was greatly affected by 
the degree of sympathetic activity. 
Therefore, it is concluded that the con- 
trol level of blood pressure is relatively 
independent of the available quantity 
of blood as long as at least a sufficient 
quantity is present, and that the control 
level is to a great extent a function of 
sympathetic activity. After very slow 
transfusion, such as at the rates used 
clinically, readjustments in the circula- 
tion occur so rapidly that one would 
not expect a significant rise in the 
blood pressure of normal animals. 
After rapid massive hemorrhage, a 
partial return of blood pressure toward 
normal occurs within the first few 
minutes, but total recovery is slow 
because interstitial fluid enters the 
circulation very slowly as determined 
from hematocrits. 


Responses to Low Temperatures of 
Warm-Blooded and Cold-Blooded 
Animals. 


E. F. Apotpu (The American Journal 
of Physiology, July, 1951) reports that 
three physiological functions, heart- 
beat frequency, breath frequency and 
oxygen consumption, have been related 
with body temperatures in five classes 
of vertebrates. Heart-beat frequencies 
showed patterns, relations’ to 
temperature, very different in mam- 
mals and birds from those in reptiles, 
amphibia and fishes. Corrections for 
body size or other recognized factors 
did not remove the differences. Studies 
of isolated hearts showed that certain 
of the class differences were inherent 


in the tissues even after their separa-- 


tion from the animal. Breath fre- 
quencies were less decisive in dif- 
ferentiation of homeotherms from 
poikilotherms. Nervous and hormonal 
systems are demonstrated to have 
influences, especially in higher ranges 
of temperatures; this is particularly so 
in the oxygen consumptions of homeco- 
therms. By no single transformation 
could a cold-blooded animal be rendered 
like a warm-blooded one. Hence the 
pattern of homceothermy may be said 
to extend to many or all parts of the 
physiological organization, and is not 
limited to a region of the central 
nervous system. 


“Permutit Z” and Mineral Metabolism 
of Rats. 


D. M. Hecstep, Don WILSON, GWELDA 
McPHEE AND F. J. Stare (The American 
Journal of Physiology, March, 1951) 
report a study of the effects of the 
addition of 10% of “Permutit Z’ to two 
rat diets. With a diet of relatively low 
sodium and low mineral content a very 
rapid weight loss was produced. This 


loss could be counteracted by the 
addition in sufficient amount of any of 
the cations studied, sodium, potassium, 
calcium or magnesium. Sodium and 
potassium were equally effective in 
counteracting the weight loss, while 
much larger amounts of calcium and 
magnesium were required. The data 
indicate that if sufficient amounts of 
any cation are added, all others are 
released or not bound in amounts that 
impair rapid growth. The use of weight 
changes in rats is proposed as a simple 
rapid means of assay for studying the 
relation of dosage of resin to the 
mineral content of the diet. Balance 
studies showed that the ratio of sodium 
to potassium removed by the resin was 
similar to the ratio of these cations in 
the diet rather than the ratio in the 
intestinal fluids. With diets of low. 
sodium content there appears to be 
little preferential binding of sodium, 
and it is concluded that sodium deple- 
tion without potassium depletion can 
probably be obtained only by taking 
special precautions (periodic potassium 
dosage) to ensure an adequate potas- 
sium supply. On the other hand, an 
adequate supply of calcium and mag- 
nesium can apparently be claimed 
during depletion of the monovalent 
cations. Negative balance of all four 
cations was obtained when sufficient 
amounts of exchange resin were fed. 


BIOCHEMISTRY. 


Cobalt. 


N. I. Barun et alii (The Journal of 
Biological Chemistry, February, 1951) 
have shown that in both normal and 
polycythemic rats, 1% of the iron in 
the red blood cells is turned over per 
day, which is equivalent to a mean life 
span of the red cell of one hundred © 
days. Cobalt does not accelerate the 
processes of maturation of the red blood 
cells which involve the incorporation 
of iron. 


Phospholipides. 


D. Buioom et alii (The Journal of 
Biological Chemistry, March, 1951) 
have tested the participation of lymph 
phospholipides as vehicles for the 
transport of an absorbed long-chain 
fatty acid from the small intestine to 
plasma. Palmitic acid, the carboxyl 
earbon of which was labelled with C”%, 
was fed to rats in which cannule had 
been introduced into the _ intestinal 
lymphatics or thoracic ducts. As much 
as 96% of the labelled fatty acid 
recovered in the lymph obtained from 
these two sources was present in forms 
other than phospholipide. The con- 
clusion is drawn that phospholipides 
are not important transport forms for 
absorbed palmitic acid. 


Bone. 


M. FALKENHEIM et alii (The Journal 
of Biological Chemistry, February, 
1951) have shown that powdered bone 
ash adsorbed Ca* from an aqueous 
solution of calcium chloride without 
the simultaneous’ deposition of a 
proportionate fraction of the total 
calcium of the solution. They state 
that this adsorption is adequately 
explained by assuming that bone 
calcium exchanged .rapidly and rever- 
sibly with solution calcium. About 
one-fifth of the calcium of the bone 
entered into the exchange reaction. 
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Since the same fraction of the bone 
phosphorus is available for exchange, 
it is assumed that the exchangeable 
calcium and phosphorus, at least in 
the rapid exchange reaction, represents 
atoms from the surfaces of the micro- 
crystals of hydroxyapatite. The calcium 
exchange follows an exponential curve. 
Phosphate exchange is not exponential 
but is hyperbolic, both in vitro and in 
vivo. Fresh bone takes up Ca® in a 
slower but continuing process that may 
involve both exchange and recrystal- 
lization. 


Amino Acids. 


C. A. JOHNSON AND O. BERGEIM (The 
Journal of Biological Chemistry, 
February, 1951) have determined the 
plasma and red cell levels of twelve 
free amino acids in single blood 
specimens obtained from 24 normal 
young men in a post-absorptive state. 
The mean red cell levels found with 
standard deviations for the various 
amino acids in microgrammes per milli- 
litre of packed cells were as follows: 
arginine + 1:4, cystine 3:9 + 06, 
histidine 10-9 + 2-5, isoleucine 8°5 + 2°6, 
leucine 15°4 + lysine 13:55 + 2°8, 
methionine 51 2+ 1:3, phenylalanine 
9-9 + threonine 16:1 + 2:3, trypto- 
phane 2:9 + 0°7, tyrosine 10°5 + 1:8 and 
valine 20°3 + 2:4. Much lower levels 
were found for arginine, cystine and 
tryptophane in red cells than in plasma. 


Schizophrenia. 


A. ORstTRoM (Archives of Bio- 
chemistry, October, 1951) has found 
that a previously unknown phosphate 
ester played a different role in cases 
of schizophrenia compared to that in 
normal humans. By injection of P™ 
as sodium phosphate into schizophrenic 
patients and collection of blood samples 
fifteen minutes later, phosphoglycolic 
acid has been isolated from the ery- 
throcytes. It occurs also in normal 
humans, but at a much lower con- 
centration, and its turnover is much 
slower. 


Erythrocyte Stroma. 


K. ALTMAN et alii (Archives of Bio- 
chemistry, August, 1951) have shown 
that acetate is rapidly incorporated 
into the stroma of the erythrocyte and 
that there is a rapid turnover of the 
C-labelled constituents of the stroma. 
This is interpreted to mean that, unlike 
‘the circulating red cell hemoglobin, the 
labelled stroma components are meta- 
bolically active and perhaps exchange 
with chemically identical plasma con- 
stituents. The highest isotope con- 
centrations in stroma were observed in 
the splenectomized rabbit, a finding 
suggesting that in the absence of spleen 
the catabolic phase of stroma meta- 
bolism is altered. 


Collagen Fibre. 


N. I. GoLp AND B. S. GouLp (Archives 
of Biochemistry, August, 1951) have 
demonstrated that freshly precipitated 
fibres of rat-tail collagen combine 
firmly with purified phosphatase. 
Newly formed collagen fibres rich in 
phosphatase activity retain the enzyme 
even after treatment with trypsin, 
hyaluronidase, desoxyribonuclease and 
ribonuclease; these findings suggest 
that the bond between the phosphatase 
and collagen is firm and_ probably 


direct. Alkyl sulphate removes as much 


as 50% of the firmly bound fibre phos- 
phatase without destroying the fibres. 
The strong affinity of collagen for 
phosphatase suggests that the phos- 
phatase present on fibres in healing 
wounds may be adsorbed from the sur- 
rounding tissue fluids and the absence 
of phosphatase in scorbutic wounds 
may be due to the absence of the 
adsorbing agent, the fibres. 


Thyroxine. 
C. Mastius AND B. Hess (Archives of 
Biochemistry, October, 1951) have 


studied the influence of thyroxine in 
vivo and in vitro on the rate of aerobic 
phosphorylation by rat liver mito- 
chondria. Injection of thyroxine into 
the animals, at the rate of four to 
twelve milligrammes over a period of 
twenty-four to seventy-two hours, 
caused considerable suppression of 
phosphate esterification. The addition 
of thyroxine directly to a _ reaction 
mixture containing normal mito- 
chondria had no effect. However, when 
the mitochondria were exposed for thirty 
to forty minutes at 0° C. to various 
concentrations of thyroxine in 0°15M 
sodium chloride solution and then 
tested, the esterification values were 
lowered. Concentrations of 5 x 10-° to 
10> gave complete suppression or sig- 
nificantly lowered esterification rates. 
Still lower concentrations of thyroxine 
sometimes resulted in an _ increased 
phosphorylation value, a fact possibly 
indicating that thyroxine in small con- 
centrations may be required for this 
fundamental reaction. The uncoupling 
effect of thyroxine on oxidative phos- 
phorylation can readily explain the 
effect of this compound on the basal 
metabolic rate; its other known effects 
seem to be secondary responses to this 
change. 


Pyridoxine. 


C. CARTER AND P. J. PHIZACKERLEY 
(The Biochemical Journal, July, 1951) 
have reported that deficiency of 
pyridoxine in the rat involves lowering 
in the total lipid content of the body 
and diminution in the neutral fat con- 
tent of the liver. There is no change 
in the phospholipin or sterol fractions 
of the liver lipids in this condition. 
Inclusion of 20% of fat in the diet 
restores the total body lipid content 
to the level of that found in animals 
receiving an adequate intake of 
pyridoxine. A decreased rate of 
oxidation of sodium butyrate and of 
sodium octanoate by liver slices from 
pyridoxine-deficient rats is reported. 
There is no impairment in the absorp- 
tion of carbohydrate, fat or the 
products of protein digestion in 
pyridoxine deficiency. The observations 
are consistent with the view that 
deficiency of pyridoxine involves a 
failure in the ability of the rat to 
synthesize fat from carbohydrate. 


Alkaline Phosphatase. 


B. ALDMAN et alii (The Biochemical 
Journal, July, 1951) have shown that 
purified kidney alkaline phosphatase is 
partly inhibited by oestradiol 3:17- 
diphosphate in concentrations lower 
than 10°M. This inhibition is not 
appreciably affected by the presence of 
magnesium or manganese ions. The 
monophosphates of estradiol are much 
weaker inhibitors than cstradiol 3:17- 
diphosphate, while cestrone glucoside 
does not exert any inhibitory effect in 
the concentrations investigated. The 


inhibitory effect of estradiol 3:17- 
diphosphate on alkaline phosphatases 
is greatest in the region of pH 7°5 to 
9-3 and is not demonstrable on the 
alkaline side of the pH optimum. The 
inhibition is reversible and  non- 
competitive. 


Collagen. 


A. NEUBERGER et alii (The Biochemical 
Journal, July, 1951) have studied the 
relative metabolic inertia of tendon col- 
lagen. Glycine labelled with C™ in the 
methylene position was fed to three 
series of rats: old rats, young slowly 
growing adults and rapidly growing 
young rats. The animals were killed 
at varying intervals of time, and 
samples were obtained of liver, of 
muscle and of collagen from white 
tendons. Glycine was isolated from 
these three sources and the radio- 
activity was determined. Determination 
of the specific activity of glycine from 
liver protein showed a very high initial 
activity, which decreased rapidly 
during the subsequent thirty-five to 
fifty days. The results indicate that 
the half-life of the mixed liver proteins 
is four to five days. With muscle the 
initial activity was lower than with 
liver, and there was a steady but slow 
fall with time. After two or three 
weeks the activity of muscle glycine 
equalled that of liver and later 
exceeded it. The glycine from the 
collagen of old rats showed a very low 
degree of radioactivity. In young 
adults the activity was slightly higher, 
but still very low compared with that 
of the glycine of muscle or liver. There 
was a slow increase of activity with 
time. With the very young rats initial 
collagen activity was very high, only 
slightly lower than the corresponding 
value for muscle and about half that 
of liver. The activities found in the 
young rats decreased with time in pro- 
nounced contrast to that in the young 
adults. The results indicate that tendon 
collagen in the old rats is metabolically 
almost completely inert. In young rats 
interpretation is complicated by growth, 
but when correction is made for this 
factor it appears that collagen is 
relatively inert even in young actively 
growing animals, although the pos- 
sibility cannot be excluded that the 
turnover rate of collagen is somewhat 
faster than that in older animals. It is 
pointed out that radioactive compounds 
may be deposited in the extracellular 
spaces of young subjects, where they 
may remain for long periods. 


Progesterone. 
T. I. KyLe AND F.. MAssion (The Bio- 
chemical Journal, July, 1951) have 


isolated allo-pregnone-3a:20a-diol from 
specimens of urine of one post-meno- 
pausal woman and one rheumatoid 
arthritic man collected during treat- 
ment with progesterone. The weight 
of material isolated corresponded in 
each case to about 0°3% of the amount 
of progesterone administered. No trace 
of allo-pregnone-3a:20a-diol could be 
detected in control specimens of urine 
collected from the same patients, and 
accordingly it is concluded that the 
allo-pregnone-3a:20a-diol was formed 
by the metabolic reduction of the 
administered progesterone. The pro- 
portions of pregnone-3a:20a-diol and 
allo-pregnone-3a:20a-diol isolated after 
progesterone administration are similar 
to those found in the urine of pregnant 
women. 
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VIII. 
THE PERSONALITY OF THE PATIENT. 


IF we regard personality as an individual type of behaviour 
that has emerged as the result of the impact upon the 
central nervous system of an infinite number of stimuli and 
experiences from birth to the time of observation, it is 
obvious that personality will be as unique as fingerprints, 
and that an essay on the personality of the patient must 
concern itself with the study of the effect of the intrusion 
of the concept of personal ill health upon the psychic back- 
grounds of already widely differing personalities. 


Among primitive tribesmen living in a simple and com- 
paratively stable environment and regarding disease as of 
supernatural origin, it would be likely that the reaction to 
its impact would follow fairly closely a standard pattern of 
fatalistic resignation mitigated only by the hope that the 
medicine man might be able with his magic to propitiate 
or warn off the offended deity. 


In such environment it should not have been very difficuit 
to evaluate the personality of the patient, since minor devia- 
tions from the normal pattern would probably have been 
fairly easily detected by the tribal magician whose main 
asset was his skill as a psychiatrist; but it is a very different 
problem that has to be faced in attempting any generaliza- 
tions about patient personality in these days, when person- 
ality in general is so infinitely varied, while at the same 
time so much public emphasis is being laid on the care of 
personal health and the penalties of its neglect. 


While education in the care of health has the salutary 
effect of installing a balanced health consciousness among 
the basic principles underlying the behaviour of the average 
individual, it is but natural that with such varied patterns 
of personality the response should not always be so satis- 
factory. Thus in the exuberant extrovert, who looks on 
disease as something that cannot possibly happen to him, 
the health concept receives scanty recognition. More often, 
however, the fault lies in over-concentration on health prob- 
lems, as in the case of the introspective introvert who lives 
in a constant state of anxiety, avoiding draughts, counting 
calories and absorbed in such questions as when to wear 
and when to discard woollen underwear. In many of these 
cases the undue concentration on health has been con- 
tributed to by some personal experience of illness, and this 
is especially the case when the experience was met with at 
an early age, for those who have been the victims of pro- 
longed illness in childhood are very liable to suffer in later 
life from affections in which the subjective symptoms over- 
shadow the physical signs, and this is often also the case 
with those brought up by invalid or valetudinarian parents. 

Even without any actual contact with serious disease, 
children reared in an atmosphere of parental anxiety over 
every minor departure from health seem to develop very 
readily an unnatural health consciousness, and older medicai 
practitioners have commented on how frequently the one- 
time familiar attitude of belligerent resistance to the 
restraints and restrictions which they imposed in times of 
sickness, is now replaced by one of anxiety and submissive 
resignation. 

To what extent any particular personality will be affected 
by contact with disease in an early stage of development 
will, of course, depend upon the other factors concerned in 
moulding it, and if the concept neatly dovetails into an 
otherwise stable pattern, it may still conduce to the natural 
sensible outlook towards health already postulated, but with 
a less happy conjunction a haunting fear of disease may 
develop and the neuropathic personality gradually emerge. 


It is less easy to detect the individual with a personality 


situated somewhere between these two, who, though harbour- 
ing a secret dread of ill health, is successful in concealing it 
under an outward well-balanced pattern of behaviour until 
some sickness or trauma supervenes, when the balance may 
be permanently upset and a frank anxiety state with psycho- 
somatic manifestations follow. 

An aspect of patient-personality that must not be for- 
gotten is that since the ordinary member of the community 
has no fundamental knowledge of medicine, each individual 
will form his own mental picture of the nature and sig- 
nificance of the symptoms and diseases he reads about or 
hears discussed, and it is this mental picture that will largely 


determine his reaction if he becomes ill, and if he becomes 
or thinks he has become the victim of one of these diseases 
he is likely to present the symptoms that he regards as 
characteristic of it. It is symptoms of this kind, which are 
not simulated but psychically projected somatic disturbances 
and frequently associated with frank disorders of function, 
that so often present very difficult problems in diagnosis. 


No discussion on personality would be adequate that failed 
to stress man’s extraordinary susceptibility to suggestion in 
every phase of his activities, but particularly in his emotional 
reactions. Human history in its ultimate analysis might be 
regarded as a record of man’s reaction to mass suggestion, 
for mass movement of population, revolutions, wars, 
crusades, religions and every variety of social change have 
been based on suggestion propagated by individuals or 
groups. In his role of patient similar mass suggestion has 
always made man the ready dupe of any plausible charlatan 
and has even led to outbreaks of simulated disease, as was 
the case with the corybantism that started in Germany in 
the fourteenth century and spread widely over Europe; and 
in the same category might be placed the swooning and the 
vapours so prevalent in the Georgian era, while in a minor 
degree suggestion has often led to outbreaks of simulated 
chorea in schools. 


This question of mass susceptibility to suggestion has a 
special significance in relation to personality problems at 
this time, for the extraordinary prevalence of “‘neurasthenia”, 
“anxiety neurosis”, “nervous breakdown” or nervous insta- 
bility, under whatever other name it masquerades, may not 
unreasonably be ascribed to the widespread mass suggestion 
that for the first time in his long history man has become 
incapable of adjusting himself to his environment. Hitherto 
man’s progress through the ages during which he has over- 
come almost unbelievable hardships could not have been 
possible but for his supreme confidence in himself and his 
never doubting his ability to adjust himself to the changing 
eonditions he would have to face. In strenuous and difficult 
times the emphasis would naturally. be so much more upon 
the necessity to adjust oneself as one went along, rather 
than on the difficulties to be overcome, that those in the 
community whose personalities just failed to reach the stan- 
dard set by their leaders would be brought by mass sug- 
gestion to a higher level, while those few who completely 
failed to measure up would be despised, looked down upon 
or even executed. 


Viewed in the light of modern understanding of person- 
ality, this treatment of the less stable minority, however 
useful in maintaining morale, has always been unfair, but 
it was not till early in this century and particularly after 
the First Great War that the medical profession, under the 
stimulus of those interested in psychiatry, succeeded in 
persuading at least the English-speaking countries to recog- 


_nize that failure to measure up to the average standard of 


self-confidence and fortitude was not something repre- 


hensible, but a personality defect resulting from ‘both 
hereditary and environmental factors. 


While this recognition that it was a misfortune rather 
than a fault to be unable to adjust personality to environ- 
ment was a great and long overdue sociological advance, 
there were not wanting those with forebodings that it carried 
the risk that the new viewpoint would remove the stimulus 
which helped many individuals to maintain an adequate 
personality standard. Unfortunately this pessimistic forecast 
has proved correct, for the pendulum has now swung so far 
in the opposite direction that the impression seems to be 
steadily gaining ground that the conditions of life today are 
such that it is difficult for any but the most exceptional 
nervous System to stand up to them. 

The effects of this new outlook in undermining personality 
are naturally more obvious to the doctor than to other 


—_—. of the community. <A familiar example is provided 


the man who begins by refusing to accept the current 
belief that it is a grave risk to health to work more than 
a few hours a day; he throws himself enthusiastically into 
his occupation after the manner of his forefathers, but is 
soon so bombarded by Cassandra-like warnings that he is 
heading for a breakdown, that he ends up by being herded 
into the consulting room by his wife with a demand for a 
certificate to secure a holiday before it is too late. 


How completely the patient’s attitude towards nervous 
instability has changed is best appreciated by doctors who 
can look back twenty or thirty years to a time when it was 
almost regarded as an insult to suggest to a man that his 
“nerves” were his trouble, and who now ‘see one after 
another’ coming to tell him that “his nerves have gone”, or 
that he has just had, or fears that he its “on the verge of” 
a nervous breakdown. 
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A striking illustration of how readily behaviour can be 
influenced by the suggestion of constitutional inadequacy 
is furnished by the steadily lengthening list of ‘‘collapses” 
reported in the daily Press on the day following the kind of 
large public gathering that collects to view a procession, 
and this more recently applies to the numbers recorded as 
overcome in the same way on any such hot summer’s day 
as would not long since have been accepted as merely an 
unpleasant but normally recurring part of the environment. 


However much we may regret that more stress is not laid 
upon the need to adjust ourselves to the difficulties con- 
fronting us, there is no question that in this age of anxiety 
and frustration there is an increase in the number of those 
who, facing or fearing ill health, are in urgent need of 
sympathetic and understanding medical advice. Unfortun- 
ately many of the changes that are taking place in the 
conduct of medical practice tend to weaken rather than 
strengthen the traditional tie between the doctor and his 
patient. 

Now that so many doctors restrict the service they give 
to their patients to certain limited hours, they cannot carry 
on their practices in the leisurely way of their predecessors, 
and it is particularly those patients with personality defects 
who are likely to suffer. The/’patient’s point of view was 
well put by a middle-aged lady from a district where the old 
family doctor had been succeeded by a younger man two 
years before: “They say he is very clever, but he is so busy 
that he hasn’t much time to examine you, not like the old 
doctoy who used to give you a good overhaul and never 
seemed in a hurry.” Moreover, now that serious and pro- 
longed illnesses are usually treated in hospitals, the family 
doctor has less opportunity than his predecessors of becom- 


‘ing familiar with the domestic environment of his patients 


and so is not so likely to assume the role of family adviser. 


Again, now that so many people are submitted to the 
numerous tests available to determine the presence of 
organic disease, or are referred to specialists for investiga- 
tion, the new problem has arisen of the difficulty of pre- 
senting exact data in a way that will enable a patient to 


orientate them reasonably with the confused pattern of 


medical knowledge that he already possesses. Thus the 
mere knowledge that some definite structural lesion has been 
revealed, even though it may not be of immediately serious 
import, may so increase the patient’s fears and anxieties as 
to reduce him to a worse condition than before unless great 
care is exercised to explain the exact prognostic significance 
of the findings. 

Even more unfortunate situations may arise when all 
investigations give negative results, for if the patient who 
has the symptoms gathers the impression that this failure 
to discover any lesion means that he is regarded as having 
nothing the matter with him, his resentment is quite likely 
to have the effect of entrenching his psychosomatic mani- 
festations even more strongly than before. It is an occasion 
calling for great tact, and there is perhaps no better 
criterion of a physician’s own personality, patience and 
understanding than his ability to convey to widely differing 
personalities the exact implication of negative findings. 


Before this subject is left some reference should be made 
to the general effect upon the personality of the patient of 
his emotional reactions to disease. While in the majority of 
people a reasonable measure of  health-consciousness 
undoubtedly adds to the enjoyment of life and helps to 
prolong it, the case is very different with that considerable 
minority whose consciousness is of disease rather than 
health. For them life often offers little of satisfaction and 
pleasure owing to constant fears and anxieties or actual 
psychosomatic manifestations either entirely without organic 
basis or out of all proportion to any structural disorder that 
is present. Much of this unhappiness could be avoided if 
there were earlier recognition and more understanding treat- 
ment of this everyday psychic side of medicine. 


Unfortunately its neglect has to a certain extent resulted 
from the remarkable advances that have recently been made 
in the treatment of organic disease. Thus the physician 
armed with an antibiotic or other specific remedy capable 
of terminating an illness much more speedily than formerly, 
is apt to forget that the mere impact of the illness on the 
patient’s personality may be out of all proportion to the 
significance his doctor attaches to it, while the surgeon who 
can now operate deftly and send the patient home quickly, 
May not realize that she may have found the episode a very 
harrowing experience. 


The present position has, of course, not been overlooked by 
educational authorities, and in all proposals put forward 
for reorganizing medical education stress is laid on the 
importance of giving medical students at some stage of their 


clinical training more positive and practical instruction in 
the part played by the personality of the patient in his 
reaction to illness and the extent to which this is determined 
‘by domestic, social and other environmental factors. It is 
felt that this is all the more necessary now that the vast 
majority of consultants and specialists attain this rank with- 
out ever having had any personal experience of family 
practice. Of the various suggestions canvassed probably 
none would achieve the objective better than the adoption 
of the proposal that during his clinical years each student 
should be attached for a period—three months has been 
tentatively proposed—to some social welfare organization 
to carry out social work; but there are obviously great 
difficulties in the way of introducing such a course of study 
into an already overcrowded -curriculum. Should the diffi- 
culties prove insurmountable, a great deal could be done if 
clinical teachers would take greater pains to constantly 
remind those attending their classes of the importance of 
inquiring into the psychic background of every patient— 
whatever his physical illness—and if they required every 
student, when presenting a case, to supply a complete 
picture of the individual’s personality, dealing with his home 
and domestic life, his worries, work, hobbies and environ- 
ment generally. 

It is only if, from his first contacts with aqtual patients, 
the student has impressed upon him that his vocation is the 
study of people who are ill rather than the illnesses of 
people, that he is likely to realize when he enters into prac- 
tice that it is not only the lives but also to a large extent 
the happiness of his patients that are entrusted to his care, 
and that to discharge the dual responsibility implied by this 
it will be no less necessary to develop his capacity for 
assessing personality than to improve his skill in diagnosing 
and treating physical disorders. 

C. BICKERTON BLACKBURN, 
Sydney. 


British Medical Association Mews, 


SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British, 
Medical Association was held at the Women’s Hospital, 
Crown Street, Sydney, on October 18, 1951. The meeting 
took the form of a series of clinical demonstrations and 
discussions by members of the honorary medical staff of the. 


hospital. 
The Use of Endocrine Preparations in Gynzecology and 


Obstetrics. 


Dr. K. A. McGarrity discussed the use of the endocrine 
preparations in gynecology and obstetrics. He said that in 
the short time available it was impossible to do more than 
indicate the main conditions in which he had found 
endocrine preparations of practical value in gynecological 
and obstetrical conditions. He said he had been disappointed 
in the efficiency of the gonadotrophic hormones, and he con- 
sidered that the uses of the luteal hormone were limited. 
The latter hormone must be given daily to ensure that a 
therapeutic concentration was maintained, as its action could 
not be prolonged in the same way as that of the estrogens 
or androgens. Better results would be obtained if it was 
given as an implant or by “Crystules” suspended in solution, 
as in Ciba’s “Projesterone Crystules” (50 milligrammes per. 
ampoule), but then the action was prolonged over at least 


six weeks. 


The QGéstrogens. 


Dr. McGarrity then enumerated the conditions in which 
he had used the cestrogens and found them of value. The 
conditions were vulvo-vaginitis in children, senile vaginitis, 
pruritus vulve, menopausal symptoms, termination of lacta- 
tion, functional uterine bleeding, sensitization of the uterus 
prior to induction of labour, the treatment of habitual 
abortion, secondary amenorrhea and primary dysmenorrhea. 


Discussing functional uterine bleeding, Dr. McGarrity said 
that the underlying pathogenesis was a breaking down of 
the endometrium due to cestrogen withdrawal; bleeding 
occurred from crumbling of the small arterioles that existed 
in the endometrium. If the endometrium was built up by 
an addition to the circulating cestrogens, bleeding usually 
ceased in two to five days, the dosage being five milli- 
grammes of stilbestrol every four hours until bleeding 
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ceased; that usually occurred in forty-eight hours. The 
termination of estrogen therapy would result in withdrawal 
bleeding, unless stilboestrol was combined with the luteal 
hormone by oral administration of ten milligrammes three 
times a day for ten days; that should lead to a complete 
removal of all endometrium when treatment was suspended 
—in other words, “medical curettage”. In all cases of 
estrogen therapy treatment should be conducted so as to 
reproduce or imitate the cyclical fortnightly effect of the 
follicular hormone. 

Dr. McGarrity then remarked that cestrogens were used 
pretty much as a routine for sensitization of the uterus 
prior to induction of labour, or to empty the uterus in cases 
of missed abortion. The dosage varied, but usually the 
administration of five milligrammes of stilbcestrol every four 
hours was satisfactory. That would give a total of about 
100,000 benzoate units per day of treatment, which might be 
continued for two or three days and then be followed by 
medical ‘induction. 

Discussing the. endocrine treatment of habitual abortion, 
Dr. McGarrity said that the Smith and Smith method of 
treating habitual abortion was gaining.more popularity; but 
it must be remembered that the following chances existed 
of successful succeeding pregnancies without any form of 
therapy. After one abortion 78% of subsequent pregnancies 
were successful. After two abortions the chances were 
about 60% that the next pregnancy would be successful. 
After three abortions the figure was reduced to 27%. Also in 
a number of cases, and this was stated to be in as many as 
90% of miscarriages, there occurred defective ova or mem- 
branes or placenta, and so the pregnancies were destined 
for inevitable abortion no matter what was done. Never- 
theless, the following method of treatment had been used for 
habitual abortion and had given apparently successful 
results. The patient commenced treatment with five milli- 
grammes of stilbeestrol given daily for a week, and the 
dosage was increased weekly until 50 milligrammes of 
stilbestrol were given per day; it was maintained at that 
level until the thirty-second week and then gradually 
reduced, It had been found that the treatment was associated 
with greatly increased water and salt retention, and the 
patient put on a considerable amount of weight. Also a 
=— cessation of treatment at any time might bring on 
abour. 

Dr. McGarrity went on to discuss the use of the estrogens 
in secondary amenorrhea and said that he always used 
ethinyl cestradiol in the treatment of secondary amenorrhea, 
as it was the most powerful cestrogen, being many times as 
powerful as stilbestrol. The best method was to try to 
imitate the menstrual cycle by giving “Estinyl” 0-5 milli- 
gramme three times a day for three weeks, in such a way 
that the two overlapped in the third week. 


Dr. McGarrity said that the use of the estrogens was 
successful in primary dysmenorrhea. By the giving of 
small doses of diencestrol (0-3 milligramme three times a 
day) in the follicular stage of the cycle, the pituitary was 
inhibited by the increased concentration of circulating 
estrogens and ovulation was prevented; there was no 
secretory stage, and uterine bleeding was purely from a 
proliferative endometrium of the anovular type and so was 
painless. But it was a point of consideration whether such 
a grave interference with the physiology of reproduction 
should be undertaken in a young woman unless the situation 


was serious. 
The Androgens. 


Dr. McGarrity said that the androgens had been in use 
as therapeutic agents for fourteen years, and had been 
violently opposed in some authoritative quarters. He had 
used them consistently for five years and had found the 
results very good and without ill effects in the following 
cases: (a) Disorders of ovarian function—functional uterine 
bleeding, primary dysmenorrhea, premenstrual tension, 
Mittelschmerz syndrome. (b) Conditions in which circulating 
estrogens were harmful—endometriosis, hormonal masto- 
pathy, menorrhagia associated with uterine abnormality 
(fibroids, tumours), carcinoma of breast or genitalia. (c) 
Climacteric syndrome—cases in which the cytotrophic and 
vasotrophic effect of cestrogens precluded their use, cases 
of menopausal patients with menorrhagia associated with 
endometrial hyperplasia or submucous fibroid tumours. Dr. 
McGarrity pointed out that the main uses of androgens were 
for functional uterine bleeding or for menorrhagia at the 
menopause, or for the treatment of menopausal symptoms 
following radium application for carcinoma of the uterus 
or for metropathia hemorrhagica. He said that in cases in 
which an increased cstrogenic stimulus might be harmful 
one wished to produce a lessening of the symptoms with- 


out any possibility of building up an cestrogenic influence, 
A satisfactory dosage was, in his experience, ten milli- 
grammes of methyl testosterone given by mouth twice daily 
for fourteen days (280 milligrammes per month). He had 
found that testosterone propionate given by injection was 
twice as effective as orally administered testosterone, and 
so a much-smaller dosage could be given, usually 25 milli- 
grammes every second day for six or seven injections. 

Dr. McGarrity said that the androgens acted in three 
ways: (i) by inhibiting the pituitary, (ii) by neutralizing 
the effect of circulating cestrogens, (iii) by improving protein 
metabolism. The effect of the hormone in cases of bleeding 
was not felt for about a week, but the effect was usually 
continued for six to eight weeks. In cases of primary dys- 
menorrhea, he had had excellent results by giving treat- 
ment in the secretory stage of the cycle from the fourteenth 
to the twenty-fourth day of the cycle (ten milligrammes 
three times a day). Similarly premenstrual tension could 
be abolished by the same application of the hormone. The 
pain of the middle month syndrome was treated by giving 
100 milligrammes of testosterone in the follicular phase of 
the cycle. Similarly in cases of endometriosis it was best to 
give treatment in the follicular stage. That was a better 
alternative than removal of ovaries by surgery or X-ray 
therapy. Also in many cases hormonal mastopathy could 
be treated by the same dosage, but given in the secretory 
stage of the cycle, and relief was immediate. Again in cases 
of menorrhagia associated with fibroid tumours or of metro- 
pathia hemorrhagica the hormone was given in the 
secretory stage of the cycle. 

Dr. McGarrity then discussed the pain of advanced 
carcinoma of the breast and genitalia and said that it was 
often reduced by large doses of testosterone, and there might 
be an improvement in general health; in those cases the 
dosage was 100 milligrammes per week. He remarked that 
androgen therapy was particularly valuable when one 
required treatment of the vasomotor symptoms of the meno- 


pause, without reproducing the harmful effects of the 
cestrogens—bleeding or stimulation of a possible mammary 


or genital carcinoma. He considered that the androgens ~ 


were valuable additions to the endocrine therapeutic agents, 
and if they were given in the dosage stated there were no 
virilizing effects. But it was necessary to keep within the 
safety margin of 300 milligrammes per month, and to 
remember that the effects were continued for two months 
after the cessation of treatment. 


Prolapse in Obstetrics and Gynzcology. 


Dr. S. DEVENISH MEARES discussed some features of pro- 
lapse in obstetrics and gynecology. He said that prolapse 
of the uterus did occur in the nulliparous patient, but it 
was more common in the multiparous patient. It was clear 
therefore that the strain of labour on the pelvic floor was 
the chief, though not the sole, cause of prolapse. The 
occurrence of prolapse as a sequel to delivery used to be 
considered an indication of bad obstetrics, but that was not 
always so. Occasionally, at the first antenatal visit of a 
patient pregnant for the first time, the cervix might be 
found just within the vulva. 


Formerly stress had been placed on saving the perineum 
from laceration. Now the tendency was to perform an 
episiotomy to prevent prolonged strain on the important 
anterior supports of the uterus. 


When a prolapse existed before pregnancy it did not 
hinder conception, but it did at times cause abortion. In 
those cases a properly fitting ring pessary should be inserted 
for a few months. After the third month of pregnancy the 
bulk of the uterus tended to prevent descent and so tem- 
porarily cured the prolapse. Sometimes prolapse occurred 
near term. Dr. Meares had seen three cases of this, which 
he described. 


Dr. Meares went on to say that when in a pregnancy 
the cervix had been outside the vulva for many weeks it 
became tremendously hypertrophied, edematous, ulcerated 
and weeping. With exposure and constant trauma it became 
fibrotic and hard. The treatment was to keep the patient in 
bed and to keep the cervix within the vulva when it rapidly 
resumed a more normal appearance. When that was not 
done and labour ensued in the presence of such a prolapsed 
cervix dilatation was hindered. According to the literature, 
at times recourse had been had to Cesarean section. 


Pregnancy and labour following a Manchester operation 
for repair of prolapse were usually uneventful. It was very 
rare for dystocia to result. episiotomy was often good 
treatment. In 20% of cases some degree of prolapse would 
recur following labour. If necessary the recurrent prolapse 
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could be repaired without difficulty. The operation of repair 


should never be undertaken until six months after a con-~ 


finement. 

Dr. Devenish Meares then discussed interesting features 
of large prolapses of long standing, and illustrated them 
with several slides. He said that exposure to the air, the 
rubbing of clothes, and frequent petty injuries produced a 
thickening, drying, coarsening and roughening of the 
epithelium. Ulceration occurred often on the cervix, some- 
times on the cystocele or rectocele. Often it was single, 
sometimes it was multiple. At times the urethral orifice was 
dilated as a result of the weight of prolapsed tissue pulling 
on the anterior vaginal wall. Often large prolapses were 
remarkably symptomless, and the patients put up with them 
for years. 

In a consideration of the differential diagnosis Dr., Meares 
said that it was generally thought that the diagnosis of 
prolapse could be made at a glance. Difficulties occurred, 
however. <A cyst of the posterior rectal wall resembled a 
rectocele. A hernia of the pouch of Douglas might be con- 
fused with a rectocele. A cystocele, a mid-line swelling, 
into which a metal catheter would pass, when it could be 
felt, must be distinguished from the more uncommon cyst 
of Gartner’s duct, into which the catheter would not pass 
and which always arose from one side, though it might 
present at the vulva as a mid-line cystic swelling. Other 
cystic swellings of the anterior vaginal wall might be 
urethral diverticula or suburethral abscesses. 


Dr. Meares then showed a patient with a large diverticu- 
lum of the urethra. 

He went on to say that in examination of a patient with 
prolapse it was necessary first to search for abdominal and 
pelvic tumours such as large ovarian cysts and fibroid 
tumours, for in the presence of those it was not possible 
to cure the prolapse. Except as a temporary measure a 
pessary had no place in the treatment of prolapse. The 
Manchester operation cured prolapse of all sizes in over 
90% of cases. Dr. Meares remarked that surely it was 
better to carry out a repair during the child-bearing period 
than to let a woman suffer constant discomfort and dis- 
ability in the prime of life, perhaps giving voice to her 
constant sufferings by crankiness to her children. Old age 
was no bar to operation, and Dr. Meares had performed an 
operation a number of times in patients over seventy years 
of age. When age or medical disease rendered general 
anesthesia unsafe the operation could be performed pain- 
lessly and with ease with local anesthesia. If some medical 
disease made confinement to bed dangerous, early ambula- 
tion from the second day could be practised. 


Treatment of Amenorrhocea by X Rays. 


Dr. ALAN GRANT said that his talk was entitled “The Treat- 
ment of Amenorrhea by X Rays”, but it would be more 
accurately described as the “Treatment of Secondary 
Amenorrhea by X Rays and the Salvage of Ovulation”, 
because all the patients concerned not only were interested 
in seeing their menstrual periods reappear, but also wished 
to become pregnant. He pointed out that it must be remem- 
bered that anovulation or “absence of ovulation” usually 
occurred in patients who were not menstruating, but it 
might also be present even if the woman was having regular 
menses. Out of every 100 women suffering from an inability 
to become pregnant, there would be about five who failed to 
produce an ovum as a permanent condition. There would be 
another two or three who failed to ovulate in a sporadic or 
occasional fashion. 

Dr. Grant went on to say that the methods available for 
the treatment of amenorrhea accompanied by anovulation 
might be grouped into three categories: firstly, hormone 
therapy; secondly, surgery; thirdly, X-ray therapy to the 
pituitary and ovaries. With regard to hormones, most of 
the patients were given several courses of cstrogen- 
progesterone substitution in a cyclic manner, imitating the 
normal method of their production in the regular menstrual 
cycle. Thyroid was used when indicated. Gonadotrophins 
had been a failure in Dr. Grant’s experience, even when 
given intravenously. The surgical treatment of amenor- 
rhea and anovulation was rarely needed and found applica- 
tion in the Stein-Leventhal syndrome, and in ovarian 
tumours with an endocrine dysfunction. X-ray treatment 
consisted of light dosage irradiation of the pituitary gland 
and the ovary. In many of Dr. Grant’s cases the thyroid 
was also irradiated in minimal doses. 

Dr. Grant presented for examination two tables showing 
the results at the Women’s Hospital, Crown Street, and some 
pooled results of American centres. The first table showed 


that in three American centres there had been 285 patients 


suffering from secondary amenorrhea and anovulation; as 
a result of irradiation of the pituitary gland and ovary 50% 
of patients had commenced to menstruate, and 27% of those 
women had become pregnant. The table showing the results 
of the Women’s Hospital, Crown Street, contained a group 
of 77 women, of whom 48% menstruated after similar treat- 
ment and 28% became pregnant. Dr. Grant suggested that 
such a collection of figures might be forgotten easily, and 
therefore it was reasonable and true to remember that as 
the result of treatment of amenorrhea by X rays one-half 
of the patients would obtain a return of menstruation, and 
one-quarter of those patients would become pregnant. 

Dr. Grant’s second table’ was a dissection of what had 
happened to those patients who had become pregnant. The 
following results were shown: one patient had developed an 
ectopic gestation; two patients had miscarried; fifteen 
patients had given birth to a live child; four patients had 
been unconfined. It was noteworthy that there were no 
abnormal babies born as a result of the treatment. 

Reverting to the dangers of irradiating the glands, Dr. 
Grant said that the first clinical report of the effect of 
X rays on the underfunctioning human ovary had been 
published by Van de Velde in 1915. That was followed in 
1923 by a report by Rubin, who had desisted from the work 
because of Miiller’s work on gene mutation. But since 1931 
Kaplan, of New York, had been using the treatment and had 
been able recently to report the birth of his first “X-ray 
grandchild”, whose grandmother had had her ovaries 
irradiated; the third generation baby was quite normal. 

Dr. Grant listed the following dangers of irradiation: 
Risk 1: irradiation with an early pregnancy already present 


in the uterus (the remedy was to warn the patient). Risk 2: 
permanent sterilization of the patient, of which there had 
been one case in his experience (the remedy was perfect 
technique by experts only). Risk 3: deformity or abnor- 
mality of the baby due to gene mutation (that had been 
proved a myth). Risk 4: abnormality of future generations 
from the same cause (that was as yet unproven). 

The advantages of irradiation were that that form of 
treatment would bring about a number of pregnancies in 
cases of sterility that would otherwise have had to be put, 
as it were, “in the waste paper basket”. Of patients with 
amenorrhea and anovulation 25% would become pregnant. 

In conclusion, Dr. Grant said that, firstly, it appeared that 
the medical profession had been wrong in translating the 
unfavourable results of laboratory experiments on flies and 
animals to the human being. Secondly, it appeared that 
the medical profession had been unusually and unneces- 
sarily conservative in avoiding X-ray treatment for amenor- 
rhea, which was now nearly thirty years old. Finally, Dr. 
Grant said that he would like to occupy one moment only 
to say that figures such as he had presented were not the 
result of the work of one person, but of a team. Therefore 
he took the opportunity of thanking the members of the 
sterility clinic and Dr. Sylvia Bray, of Sydney Hospital, for 
the efficient and courteous manner in which they had carried 
out the work. 


Clinical Aspects of the Rh Factor. 


Dr. F. A. BELLINGHAM, discussing clinical aspects of the 
Rh factor, said that clinically one was brought face to face 
with two problems—that of compatibility of Rh blood trans- 
fusions and the disease of erythroblastosis fetalis. On the 
subject of sensitization he pointed out that pregnancy when 
the husband was Rh-positive and the wife was Rh-negative 
caused sensitization in one case in twenty. It should not be 
forgotten that a miscarriage could also be the motivating 
factor. Transfusion into an Rh-negative woman of Rh- 
positive blood caused sensitization in at least 50% of cases, 
but it was, of course, a less common cause. 

Referring to tests for antibodies in an Rh-negative preg- 
nant woman, Dr. Bellingham said that during the pregnancy 
it was customary to carry out estimations of antibody titre 
at the end of three months and again at the end of thirty- 
five weeks. If the history warranted it, tests might be more 
frequent. 

As prognostic factors in the ante-partum prediction of 
hemolytic disease Dr. Bellingham listed the following in 
order of importance: (i) a higher amount of maternal Rh 
antibodies when tested in albumin solution than in saline, 
in other words, a higher amount of “blocking” antibodies 
than “agglutinating”; (ii) a high amount of antibodies in . 
the maternal serum during the last month of pregnancy 
and especially a pronounced increase; (iii) the appearance 
of the antibodies more than ten weeks prior to delivery; 
(iv) the presence of antibodies in every successive testing; 
(v) ABO compatibility between mother and baby. 


3, 1952 
luence, 
milli- 
e daily 
ie had 
was 
e, and 
milli- 
Ss. 
. three 
‘alizing 
protein 
leeding 
usually 
dys- 
treat- 
‘teenth 
ammes 2 
could 
. The : 
giving 
ase of 
best to 
better 
X-ray 
could 
sretory 
cases 
metro- 
n the 2 
vanced 
it was 
might 
es the 
d that “ 
nh one 
meno- 
f the 
nmary 
rogens 
gents, 
ere no 
in the 
nd to 
nonths 
f pro- 
but it 
; clear 
was 
The 
to be 
aS not 
. of a 
ht be j 
ineum 
m an : 
ortant 
d not 
%In 
serted 
the 
tem- 
surred 
which 
nancy 
2ks it 
rated 
came 
in 
ipidly 
s not a 
apsed 
ture, 
ation 
very 
good 
vould 
lapse 


272 THE MEDICAL JOURNAL OF AUSTRALIA 


Fesrevary 23, 1952 


Dr. Bellingham then went on to discuss the induction of 
labour. He said that as most damage seemed to occur to the 
foetus during the last three or four weeks of intrauterine life, 
it was in many cases good policy to induce labour at about 
the thirty-seventh week. The usual method was medical 
induction, often accompanied by artificial rupture of the 
membranes if the cervix was suitable. Cesarean section was 
contraindicated except for obstetric reasons. The fetal 
mortality in the condition under discussion was 50% higher 
after Cesarean section than after induction. The following 
three indications for induction of labour at the thirty-sixth 
or thirty-seventh week might exert an influence: (i) anti- 
bodies increasing during the thirtieth to thirty-sixth week; 

ii) a history of a previous erythroblastotic baby; (iii) a 
omozygous husband. It was wise to carry out an X-ray 
examination of the foetus prior to induction of labour to 
exclude hydrops and to check the maturity of the fetus. 


Dr. Bellingham said that the baby’s cord blood should be 
examined immediately after birth. Coomb’s test, a hzemo- 
globin estimation and a red blood cell count with examina- 
tion of a smear for the detection of nucleated red blood cells 
should be carried out. Coomb’s test was the most useful 
guide available in the diagnosis of the disease, and the result 
might remain positive for at least twelve hours after birth. 
‘The most reliable clinical sign of severe affection was the 
presence of jaundice at birth or its onset within a few hours. 


Concluding his remarks with a comment on the treatment 
of an affected infant, Dr. Bellingham said that simple trans- 
fusion was carried out in the less severe cases and exchange 
transfusion in the more severe cases. A much lower 
incidence of brain damage in severe cases was reported 
following exchange transfusion. The transfusing blood 
should, of course, be Rh-negative, and it had been proved 
that a female donor was better. 


Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


SURGEON MITCHELL TO LORD GLENELG.’ 


Sydney, 6 October, 1837. 


Sir, 

My name having been removed from the list of Colonial 
Surgeons on the 26th of last September by order of Sir 
Richard Bourke I conclude ‘that the circumstances will be 
reported to Your Lordship by one of the vessels now under 
despatch. 

I respectfully request, therefore, that Your Lordship will 
Suspend Your judgement until the receipt of the Statement 
in vindication of my conduct, which I am now preparing, 
but which, with the documents in its support, I find it 
absolutely impossible to complete in time. 

I assure you, My Lord, I have not deserved the treatment 
I have received. 

I have, &c., 


J. MITCHELL. 


LORD GLENELG TO SIR GEORGE GIPPS.* 


Downing Street, 
31 August, 1838. 


Sir, 

I have received Colonel Snodgrass’ despatch No 22 of 
the 8th February last transmitting a letter addressed to me 
by Mr James Mitchell together with a printed Statement 
on the subject of his removal from the Office of Colonial 
Surgeon in New South Wales. I have referred these docu- 
ments to Sir Richard Bourke and the reasons, which he has 
stated for having removed Mr Mitchell from his situation, 
appear to me so conclusive that I can find no cause for the 
interposition of my authority. 


1From the original in the Mitchell Library, Sydney. 


You will be so good as to communicate this decision to 
Mr Mitchell. 
I have, &c., 
GLENELG 


Following on the appearance in The Oolonist of 
Thompson’s letter of October 8, 1837, Mitchell brought an 
action for libel against him and was awarded £100 with costs. - 


‘Correspondence. 


JOHN CADELL WINDEYER. 


Sm: None of us who was interested in the domiciliary 
treatment of obstetrics of yesteryear could possibly fail to . 
admire the very great amount of benefit the public received 
through the energy and devotion to a specialty for which 
the late John Cadell Windeyer was responsible. Such work 
would go unproclaimed were it not for such a writer as Dr. 
Grace Cuthbert, to whom we should be grateful. 

There is, however, a possible error in her statement: “In 
1912 Windeyer established at the Royal Hospital for Women 
the first antenatal clinic in Australia; this is believed to 
have been the second antenatal clinic in the English- 
speaking world.” 

I believe that the following is correct. My old teacher and 
examiner in obstetrics, T. G. Wilson (later Sir George 
Wilson, but at that time to his students always known as 
“T.G.”), conducted an antenatal clinic at the Adelaide Hos- 
pital out-patient department in 1910, shortly after his 
return from Great Britain, where he attended an indoor 
clinic in Edinburgh. This evidently was the forerunner of 
“T.G.’s” 1910 cutdoor clinic, which was possibly the first not 
only in Australia but in the English-speaking world. 

This antenatal clinic lapsed when Wilson went to the war 
in 1914, but was resumed by him in 1920. 

Later, this Adelaide Hospital antenatal clinic was trans- 
ferred to the Queen Victoria Maternity Hospital, in a new 
block of buildings built under Sir George’s direction. After 
many additions, again under Wilson’s direction, very con- 
siderable extensions including nurseries, nurses’ quarters et 
cetera were built. 

These buildings were opened by His Excellency the 
Governor of South Australia, Sir Willoughby Norrie, on 
Thursday, May 5, 1949, and proclaimed the “T. G. Wilson 
Wing”. 
Yours, etc., 


Corowa, E. A. H. RUSSELL. 


Goodwood Road, 
Westbourne Park, 
South Australia. 
January 30, 1952. 


FATAL STINGS TO NORTH QUEENSLAND 
BATHERS. 


Sm: Dr. H. F. Flecker has added another interesting 
article to his earlier one on marine stingings in North 
Queensland. One of the striking facts derived from his and 
other studies on medusz stingings, even fatal ones, is how 
frequently the causal agent goes unidentified. Two of the 
more important reasons for this are, firstly, the desperate 
urgency of the severer cases, and, secondly, the difficulty in 
preserving the offending agent. These, however, do not 
account for all the failures to incriminatc the causative 
agent, as shown by an extensive outbreak of marine 
stingings on the beaches around Cairns in the summer of 
1943-1944. Dr. Flecker saw a good number of cases in this 
outbreak, and described them in his earlier article (1945). 
Dr. N. S. Powys and myself saw about 100 more of. such 
cases while we were medical officers attached to the “Beach 
Group” of the Australian Military and Naval Forces in that 
area. In about a dozen of our cases there was considerable 
local wealing without constitutional effects (which we desig- 
nated Type B stingings), but in the remainder there were 
severe constitutional effects—nausea, vomiting, sweating. 
severe headache, extreme and generalized pain, tachycardia, 
slight pyrexia—but with no wealing, and no more local 
effect than a pateh of slight erythema at the site of the 
stinging, an area of say twelve centimetres°by four centi- 
metres (Type A stingings). In these Type A stingings there 


me See THp MEDICAL JOURNAL OF AUSTRALIA, February 16, 1952, 
page 236. 
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was a curious delay of from five to sixty minutes (usually 


twenty-five to thirty-five minutes) after the initial slight | 


sting before the generalized effects started. We saw two 
cases with an irregularly irregular pulse. Like Dr. Flecker, 
we were unable to find the causative organism despite care- 
ful search. The common local jellyfish, Pseudorhiza sp., was 
found to be innocuous when applied to the skin. It would be 
interesting if Dr. Flecker could state whether these Type A 
stingings recur annually in about the same numbers in 
be tg or whether the summer of 1943-1944 was excep- 
tional. 


Figure I. 


Drawing from life, showing views from side and 
above, of a specimen of the North Queensland sea 
wasp, Chiropsalmus sp., captured at Palm Beach, 
north of Cairns, Queensland, on January 4, 1944. The 
tentacles are not shown in full, and are about 30 
centimetres long. ‘This species is the probable cause 
of most fatalities in ~~ — from meduse 
stinging. 


Dr. Flecker was originally inclined to attribute the Type B 
stingings in these waters to Physalia, the Portuguese 
man-o’-war, but these organisms appear to be rare and 
exceptional in these waters, and McNeill and Pope attributed 
the fairly numerous Type B stingings in these waters to a 
Carybdeid medusa (sea wasp) and suggested that the Aus- 
tralian fatalities attributed to jellyfish were nearly all due 
to sea wasps. The statement that Fiecker attributes to 
McNeill that ‘“‘no previous record of a sea wasp in Australian 
waters can be traced in literature” is certainly in error, as, 
for example, von Lendenfeld recorded one species in 1884. 


and other authorities, for example, Mayer (1910) and 
Stiasny (1924), have added further records. There appears, 
however, to be considerable doubt on the identity of the 
Australian sea wasps. Carybdea sp. is a form found along 
the coasts of South Australia and New South Wales, which 
causes no more than local wealing or occasionally blisters. 
The identity of the Darwin sea wasp responsible for the 1938 
death remains somewhat indefinite, on account of the poor 
state of preservation of the specimen. Dr. Powys and myself 
were fortunate enough to obtain a living sea wasp (Chirop- 
salmus sp.) at Palm Beach, north of Cairns. It was 
apparently an adult, and had a leash of tentacles about 12 
inches (30 centimetres) long. It was clear and colourless. 
On applying it to the arm 6énly local wealing was produced, 
without any general effects. The wealing was the same as 
that seen in the Type B stingings of the Cairns region, and 
presumably this species is the organism responsible for the 
majority of the Type B stingings there, and presumably also 
could be a cause of the North Queensland fatal stingings. 
The accompanying illustration shows its characters. 
Apparently the severity of the stingings is seasonal. 
According to McNeill (personal communication) “old hands 
of the Great Barrier Reef state that these animals are most 
poisonous when they are a bright orange colour (due to the 
ripening of the gonads)”. I have very considerable doubt 
if our specimen can be referred to the species Chiropsalmus 
quadrigatus Haeckel 1880 (described from Rangoon and the 
Philippines); possibly it can be referred to OC. buitendijki 
Horst 1907, described rather inadequately from Java. 
Stiasny (1924) identified specimens stranded on the beach at 
Bowen Harbour, Porth Denison, Queensland, in May, 1923, as 
C. buitendijki. Unfortunately it was not possible to preserve 
our specimen. It was certainly very different from the 1938 
Darwin specimen, preserved in the School of Public Health 
and Tropical Medicine, University of Sydney. 


Dr. Flecker’s statement (1951) that “there does not appear 
to be any reference in the Australian literature to any such 
cases” (fatal cases of marine stingings with extensive 
wealing) is far from being the case. Cleland (1912) recorded 
a fatal case in Pioneer Bay, Mackay, Queensland, admittedly 
deriving his information from the daily Press, and sub- 
sequently recorded other fatal cases, including the fatality 
at Bramston beach, near Innisfail, on January 31, 1937 
(Cleland, 1942). There are quite a number of references to 
non-fatal stingings in the Australian medical literature over 
the same period. It must be admitted, with Dr. Flecker, 
that these events are more commonly referred to in the 
daily or other non-medical literature than in the medical. 
Thus the early fatalities in Queensland were recorded by 
Tryon (1895) in a natural history journal. Searcy (1907) 
recorded a fatal case of medusa stinging in the Darwin 
baths, in almost the same terms as the fatality recorded 
from Darwin in 1938. I have no doubt that this fatality was 
due to the Darwin sea wasp. An examination of the Aus- 
tralian literature up to 1945, together with information 
derived from writing to registrars of births, marriages and 
deaths in various Queensland coastal towns in the same 
year, revealed some fifteen or sixteen deaths from presumed 
meduse stingings in Australian waters up to that year. 


Large orange disk-shaped meduse with many tentacles, 
up to a foot (30 centimetres) in diameter, are occasionally 
seen in inlets et cetera in North Queensland. Apparently 
no previous author has referred to these. Like some other 
medusz, they are accompanied by swarms of small fish. 
Their present identity is not known, but possibly they could 
be concerned in the major stingings in these waters. 


“Dr. Flecker is to be congratulated on his further article, 
and it is hoped that he will continue to prosecute his 
.inquiries into these effects. 

Yours, etc., 


Unley Park, R. V. SoutTHcorrt. 
South Australia, 


January 26, 1952. 
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“THE KIDNEY: MEDICAL AND SURGICAL 
DISEASES.” 


Sir: In the issue of your journal dated December 8, 1951, 
which we have just received, we haye noticed a review of 
the volume entitled “The Kidney”, by Ailen, published in 
New York by Messrs. Grune and Stratton. The British 
market for this book has now been taken by ourselves, and 
we have copies available at the price of £5 5s. We should 
be grateful if you could find space in an early issue to 
include a notice to this effect for the benefit of your readers. 

Yours, etc., 
J. AND A. CHURCHILL, LIMITED. 

104 Gloucester Place, 

London, W.1, 
January 22, 1952. 


A CASE OF DEATH FOLLOWING SECTION, LIGATION 
AND INJECTION OF VARICOSE VEINS. 


Sir: I must trespass further on your valuable space to 
reply to Dr. Hall’s letter (THE MEDICAL JOURNAL OF AUS- 
TRALIA, January 26, 1952). He quotes Dr. Moulden, who 
candidly reported on the use of full strength “Ethamolin” 
in THE MEDICAL JOURNAL OF AUSTRALIA (August 23, 1947). 
In his article Dr. Moulden showed a temperature chart with 
post-operative readings up to 102° F.; stated “... the general 
reaction may be considerable”; “. . . pain over the throm- 
bosed trunk may be considerable and may need appropriate 
drug treatment for its alleviation’; “. . . the patient is 
encouraged by being told that the more pain he has, the 
better the result”. Dr. Hall is apparently quite happy about 
all this and does not regard such conditions as “trouble”, 
“untoward effects” or ‘complications’, nor apparently do 
most other doctors operating on patients with varicose veins. 
As a result the operation has become suspect and associated 
in the minds of the public, nurses and many medical men, 
with agonizing pain and severe general disturbance. I used 
full strength “Ethamolin’” a few times in 1940 and realized 
it was too strong, and have used one-half, one-third and one- 
quarter strength on subsequent occasions. Dr. Hall writes 
at length on the dose of “Ethamolin” used at operation. I 
did not question dosage at any time and agree that it must 
vary with individual patients, although I think his dosage 
rather heavy. My point is that whatever dose is considered 
necessary, one-third strength “Ethamolin” in that dose will 
give a good thrombus without the added discomfort and 
risks of full strength “Ethamolin”. 

I know from personal experience with various sclerosing 
agents of varying strengths that it is possible for patients® 
to have no post-operative pain, apart from that of the cuts, 
and a normal temperature throughout. 

My remarks on deep vein thrombosis and pulmonary 
embolism were not based on one case as Dr. Hall so unwisely 
suggests. This problem has exercised surgeons’ minds (mine 
included) for many years. The phlebograms I mentioned 
were taken in 1944! Many have been taken since. Atlas 
(1943) said that retrograde injection should never be given. 
I wrote to the British Medical Journal on this subject in 
1949 

Dr. Coates’s case report calls for serious thought, particu- 
larly as the death occurred within twenty-four hours of the 
operation. Dr. Coates was inclined to regard it as just 
bad luck. I wrote on the subject feeling we should look 
further than this and drawing attention to certain points 
in the technique which E felt after long experience to be 
inadvisable. My desife was to try and help the prevention 
of similar tragic happenings. In reply, two correspondents, 
Dr. Coppleson and Dr. Hall, have written letters devoid of 


any constructive ideas, full of hopelessness in the face of 
thrombosis and full of evidence of acceptance of such post- 
operative conditions as should horrify any surgeon. 

Finally, two questions by Dr. Hall call for replies. It 
does not necessarily follow that because a person has had 
a previous thrombosis the same thing will happen again 
after another operation. It would not be correct to say 
that one should never perform a saphenous vein operation 
on a leg that has been the site of a previous deep vein 
thrombosis. 

Yours, etc., 


Sydney, C. H. WickHAM LAWES. 


New South Wales, 
February 7, 1952. 
Reference. 
Atlas, L. (1943), “Hazards Connected with the Treatment 
of Varicose Veins" Surgery, Gynecology and Obstetrics, Volume 
II, page 


Congress Motes. 


AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION). 


THE Executive Committee of the Eighth Session of the 
Australasian Medical Congress (British Medical Associa- 
tion) to be held at Melbourne from August 22 to 29, 1952, 
has sent the following information for publication. 


Office-Bearers of Sections. 
‘The list of office-bearers at present is as follows: 


Section of Anesthesia. 
President: Dr. A. D. Lamphee (South Australia). 


Vice-Presidents: Dr. J. F. McCulloch (New South Wales), 
Dr. R. H. Orton (Victoria), Dr. D. R. C. Wilson (Western 
Australia), Dr. R. A. Lewis (Tasmania), Dr. A. W. Robertson 
(Queensland). 

Honorary Secretary: Dr. V. Brand. 


Section of Dermatology. 
President: Dr. H. M. Trethowan (Western Australia). 


Vice-Presidents: Dr. A. J. Day (Victoria), Dr. W. C. T. 
Upton (South Australia), Dr. J. J. Witton Flynn (New South 
Wales), Dr. A. J. Foote (Queensland), Dr. R. J. D. Turnbull 
(Tasmania). 

Honorary Secretary: Dr. J. Conquest. 


Section of History of Medicine. 
President: Dr. A. S. Walker (New South Wales). 


Vice-Presidents: Dr. W. E. L. Crowther (Tasmania), Dr. 
B. C. Cohen (Western Australia), Dr. C. C. Jungfer (South 
Australia), Associate Professor K. F. Russell (Victoria). 


Honorary Secretary: Dr. K. Bowden. 


Section of Medicine. 
President: Dr. J. K. Maddox (New South Wales). 
Vice-Presidents: Dr. W. W. S. Johnston (Victoria), Dr. 
R. Whishaw (Tasmania), Dr. K. Stuart Hetzel (South Aus- 
tralia), Dr. B. A. Hunt (Western Australia), Dr. H. R. Love 
(Queensland). 
Honorary Secretary: Dr. W. E. King. 


Section of Naval, Military and Air Force Medicine and 
Surgery. 
President: Major-General F. Kingsley Norris (Victoria). 


Vice-Presidents: Colonel F. G. Scoles (Queensland), Dr. 
R. H. Macdonald (New South Wales), Air Commodore E. A. 
Daley (Victoria), Dr. A. L. Dawkins (Western Australia), 
Dr. Jd. Mi. Dwyer «South Australia), Dr. P. Braithwaite 
(Tasmania). 

Honorary Secretary: Dr. J. Glyn White. 


Section of Neurology and Psychiatry. 
President: Dr. H. M. Birch (South Australia). 
Vice-Presidents: Professor J. Bostock (Queensland), Dr. 


K. B. -Noad (New South Wales), Dr.- A. J. M. Sinclair 
(Victoria). 
Honorary Secretary: Dr. J. Game. 
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Section of Obstetrics and Gynecology. 
President: Dr. C. L. Chapman (New South Wales). 


Vice-Presidents: Dr. Edward R. White (Victoria), Dr. J. C.. 


Hemsley (Queensland), Dr. H. E. Pellew (South Australia), 
Dr. R..H. Nattrass (Western Australia), Dr. W. W. Wilson 
(Tasmania). 

Honorary Secretary: Dr. W. J. Rawlings. 


Section of Ophthalmology. 
President: Dr. J. A. F. Flynn (New South Wales). 


Vice-Presidents: Dr. F. J. B. Miller (South Australia), Dr. 
D. C. McSweeney (Queensland), Dr. G. Brew (Victoria), Dr. 
F. Phillips (Tasmania). 


Honorary Secretary: Dr. J. McB. White. 


Section of Orthopedics and Physical Medicine. 
President: Dr. J. W. Van R. Hoets (New South Wales). 


Vice-Presidents: Dr. R. D. McK. Hall (Western Aus- 
tralia), Dr. John Colquhoun (Victoria), Dr. N. P. Wilson 
(South Australia), Dr. T. Hogg (Tasmania). 


Honorary Secretary: Dr. J. J. Woodward. 


Section of Oto-Rhino-Laryngology. 
President: Dr. R. M. Glynn (South Australia). 


Vice-Presidents: Dr. B. B. Blomfield (New South Wales), 
Dr. Jean Littlejohn (Victoria), Dr. N. M. Cuthbert (Western 
Australia), Dr. S. C. Suggit (Queensland), Dr. G. J. Ramsay 
(Tasmania). 

Honorary Secretary: Dr. C. Pyman. 


Section of Pathology, Bacteriology, Biochemistry, 
Experimental Medicine and Forensic Medicine. 
President: Dr. E. F. Thomson (New South Wales). 


Vice-Presidents: Dr. J. V. Duhig (Queensland), Professor 
E. S. J. King (Victoria), Dr. J. A. R. Miles (South Australia), 
Dr. V. A. F. Stewart (Western Australia). 


Honorary Secretary: Dr. G. Harkness. 


Section of Pediatrics. 
President: Dr. Lindsay A. Dey (New South Wales). 


Vice-Presidents: Dr. A. P. Derham (Victoria), Dr. C. O. F. 
Rieger (South Australia), Dr. A. E. Paterson (Queensland), 
Dr. he W. Seed (Western Australia), Dr. R. Wall (Tas- 
mania 


Honorary Secretary: Dr. Howard Williams. 


Section of Public Health, Industrial Medicine, Tropical 
Medicine and Aviation Medicine. 
President: Dr. E. H. Derrick (Queensland). 


Vice-Presidents: Dr. H.-K. Fry (South Australia), Dr. 
Frank R. Kerr (Victoria), Professor A. H. Baldwin (New 
South Wales), Dr. L. Henzell (Western Australia). 


Honorary Secretary: Dr. R. J. Farnbach. 


Section of Radiology and Radiotherapy. 
President: Dr. H. R. Sear (New South Wales). 


Vice-Presidents: Dr. John Mayo (South Australia), Dr. 
C. W. Uhr (Queensland), Dr. R. Kaye Scott (Victoria), Dr. 
A. A. Merritt (Western Australia), Dr. K. J. Friend (Tas- 
mania). 


Honorary Secretary: Dr. P. H. Davis. 


Section of Surgery. 
President: Professor N. G. Sutton (Queensland). 


Vice-Presidents: Dr. V. M. Coppleson (New South Wales), 
Dr. G. H. Burnell (South Australia), Dr. L. E. LeSouef 
(Western Australia), Dr. C. Craig (Tasmania), Dr. W. E. A. 
Hughes-Jones (Victoria). 


Honorary Secretary: Dr. S. Reid. 
All correspondence to honorary secretaries of sections 


should be addressed to 426 Albert Street, East Melbourne, 
C.2, Victoria. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JANUARY 26, 1952, 


New 


Disease. South Victoria. | Queensland. 


South 
Wales. Australia. Aus' 


Australian 
Northern Capital 
Territory. Territory. 


Western Tasmania. Australia. 
tralia. 


> 


Anc vlostomiasis 
Anthrax 


Brucellosis .. 1 
Chorea (St. Vitus) a 

Diarrhea (Infantile) 9(8) 
Diphtheria 7(4) 3(2) 
(Bacillary) 1(1) 1(1) 
Encephalitis .. ae 

Filariasis os 
Serum Jaundice 


y 
Infective Hepatitis 
Lead Poisoning 
Meningococcal Infection 2(1) 

p Imia . at 
Poliomyelitis . 11(6) 5(1) 11(4) 
Puerperal Fever 


scarlet Fever ae es 11(5) 8(4) 


Tuberculosis .. 42(32) 
Typhoid Fever 1(1) 
hus (Flea-, Mite- and : 
ick-borne) ve ee 1 


18(12) 14(10) “6(1) 125 


1 Figures in parentheses are tho:e for the metropolitan area, 
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DMbituarp, 


HARRIETTE MARTHA VOSS. 


WE regret to announce the death of Dr. Harriette Martha. 
Voss, which occurred on December 20, 1951, at Rockhampton, 
Queensland. 


JOHN ERIC MACARTNEY STOREY. 


WE regret to announce the death of Dr. John Eric 
Macartney Storey, which occurred on February 8, 1952, at 
Adelaide, South Australia. 


Mominations and Elections. 


THE undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 

McDonald, Alma Monica Dorothea, M.B., 1929 (Univ. 
Sydney), “Locarno”, 141 Macquarie Street, Sydney. 

Reiner, Zenon, registered in accordance with the Medical 
Practitioners Act, 1938-1951, Section 17 (1) (c), 272 
Birrell Street, Bondi. 

Weisz, Andrew, registered in accordance with the 
Medical Practitioners Act, 1938-1951, Section 17 (1) 
(c), 345 Pennant Hills Road, Pennant Hills. 


The undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 
Association: 

Dineen, Desmond Patrick, M.B., B.S., 1951 (Univ. 
Adelaide), 1 Cuming Street, Mile End 


Waddy, Brian Cadwallader, M.B., 1951 (Univ. 
Adelaide), 14 Main Avenue, Frewville. 
Magarey, Robert Richmond, M.B., B.S., 1951 (Univ. 


Adelaide), Glen Roy, South East, South Australia. 
Daly, David James, M.B., B.S., 1951 (Univ. Adelaide), 22 
King William Street, Hawthorn. 
Hodge, Philip Richard, M.B., B.S., 1951 (Univ. Adelaide), 
21 Stanley S‘reet, Woodville. 


The undermentioned have been elected members of the 
South Australian Branch of the British Medical Association: 


Pavy, John Keith, M.B., B.S., 1951 (Univ. Adelaide), 48 
Northumberland Street, Tusmore. 
Gooden, Philip Compson, M.B., BS., 1951 (Univ. 
Adelaide), 10 Heathpool Road, Heathpool. 

Jones, Robert Britten, M.B., B.S., 1951 (Univ. Adelaide), 
74 Hill Street, North Adelaide. 

Sheedy, Redmond Stuart Parrell, M.B., B.S., _ (Univ. 
Adelaide), 86 Henry Street, West. Croyd 

Trauer, Robert, M.B., B.S., 1951 — ‘Adelaide), 39 
Lewanick Street, ‘Allenby Garden: 

Goode, Thomas Britten, M.B., B.S., 1951 (Univ. Adelaide), 
29 Commercial Road, Hyde Park. 

n, Michael Roebourne, M.B., B.S., 1951 (Univ. 

Adelaide), Cliff Street, Blackwood. 

Senior, Rex Clifton, M.B., B.S., 1951 (Univ. Adelaide), 27 
Robert Street, Croydon. 

Carter, Ian Dan, M.B., B.S., 1951 (Univ. Adelaide), 41 
Opey Avenue, Unley. 

Collins, John Malcolm, M.B., B.S., 1951 (Univ. Adelaide), 
38 Hounslow Avenue, Torrensville. 

Lindon, John Leonard Henry, M.B., B.S., 1951 (Univ. 
Adelaide), 8 Prospect Road, Fitzroy. 

LePage, Keith Ernest, M.B., B.S., 1951 (Univ. Adelaide), 
48 Allinga Avenue, Glenside. 

Newland, Ben Totham Jervois, M.B., B.S., 1951 (Univ. 
Adelaide), 3 Avenel Gardens Road, Medindie. 

Proudman, William David, M.B., BS., 1951 (Univ. 
Adelaide), 92 Moseley Street, Glenelg. 

Yates, Thomas Morey, M.B., B.S., 1951 nil Adelaide), 
150 Alexandra Avenue, "Toorak Gard 

Ungar, Emeric Imre, M.B., B.S., _ (Univ. Adelaide), 
23 Craighill Road, St. George: 

Leaney, Cecil John, M.B., B.S., ra961 (Univ. Adelaide), 2 
Willingale Avenue, Lockleys. 


Sauer, Henri Hugo Albert, M.B., BS., 1951 (Univ. 
Adelaide), 28 Walkers Road, Somerton Park. 

Baldachino, Charles Francis, M.B., B.S., 1951 (Univ. 
Adelaide), 211 Grange Road, Flinder’s Park. 

Badger, John Robert, M.B., B.S., 1951 (Univ. Adelaide), 
130 Swaine Avenue, Toorak Gardens. 

Turner, Arthur Noel, M.B., B.S., 1951 (Univ. Adelaide), 
25 Mitchell Street, Seaton Park. 

Walker, John Adrian Mozar, M.B., BS., 1951 (Univ. 
Adelaide), 17 Dover Street, Malvern. 

Thornton, Digby Noel, M.B., B.S., 1950 (Univ. Adelaide), 
5 Eric Avenue, Black Forest.. 

England, Ernest James, M.B., B.S., 1951 (Univ. Adelaide), 
194 Stirling Highway, Cottesloe. 


Diarp for the Wonth. 


Fes. 24.—Tasmanian Branch, B.M.A.: Council Meeting. 

Fes. 25.—Federal Council of the B.M.A. in Stobart. 
Fes. 26.—New South Wales Branch, B.M.A.: Ethics Com- 
mittee, and Medical Politics Committee. 

Fes. 27. —Victorian Branch, B.M.A.: Council Meeting. 
Fes. 28.—South Australian Branch, B.M.A.: Scientific Meeting. 


Medical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the —_— Medical Association, 
Tavistock Square, London, W.C.1 : 
New South Wales Branch (Medical Secretary, 135 Macquarie 

Street, Sydney): All contract practice appointments in 
New South Wales. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudentiai 
Association, Proprietary, Limited ; Federal Mutual Medical 
Benefit Society ; Mutual National "Provident Club; National 
Provident Association ; Hospital or other appointments out- 


side Victoria. 
Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Brisbane Associated 


Wickham Terrace, Brisbane, B17): 
Friendly Societies’ Medical Institute ; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY . 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Councii before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Contract Practice appointments in 
South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth) : Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the: 
Department of Public Health. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Lend 
= JOURNAL OF AUSTRALIA alone, unless the contrary be 
stat 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AU The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to oer the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without “delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt. 
of —- unless such notification is received within one 
mon 

SUBSCRIPTION RatTes.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 81. The rate is £5 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum witK&'n America and foreign. 
countries, payable in advance. a x 
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